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Introduction
Introduction to the Portfolio
This portfolio contains selected work completed during the three year course. 
The academic section comprises five essays which cover both core and 
specialist topics. The clinical section contains details of all placements 
undertaken, contracts and five summaries of formal clinical case reports. The 
research section comprises a literature review completed in year I, a small scale 
research project from year II and a large scale research project completed in 
year III. A separate confidential volume contains the five formal case reports 
submitted in full and all placement documentation including clinical activity log 
books and evaluation forms.
The work presented in each section reflects the variety of clients, referral 
problems and approaches covered during the course. In each section the work 
is presented in the order in which it was completed, to show how my thinking 
and interests have developed.
1
Academic
Section
Summary
Summary of the Academic Section
This section comprises five selected essays, intended to reflect the depth and 
breadth of work covered over the three year course. The essays are presented 
in the order in which they were completed. There is one essay chosen from 
each of the four core client groups studied during the first and second years and 
one essay on a specialist topic from the third year. The essays cover aspects 
of the theory and practice of psychological approaches to human difficulties 
throughout the lifespan; with reference to social, ethical, cultural, existential and 
epistemological issues.
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Adult mental health (AMH) essay: What are the theoretical and 
practical limitations of the cognitive model of depression?
The current form of the cognitive model of depression stems from the work of 
Beck (e.g. 1963; 1967; 1976; 1983; Beck, Epstein and Harrison, 1983) with 
more recent updates (Beck and Friedman, 1990) and contributions from Young 
(1990). The model asserts that dysphoria is ultimately a disorder of cognition. 
Propositional information about the self is stored in schemata, which are mental 
representations developed from past experience that influence information 
processing and behaviour. In a vulnerable individual these schemata may 
contain negative views about oneself, the world and the future: a concept Beck 
termed the negative cognitive triad. The core schemata give rise to more 
peripheral "dysfunctional assumptions". These beliefs are termed dysfunctional 
as they are usually inflexible, extreme and unhelpful rules. When the individual 
is confronted with a life stressor, according to the cognitive model, the 
schemata are activated. The effect of their activation is an increase in negative 
automatic thoughts or images and a variety of systematic thinking errors. 
These thoughts are accompanied by low mood. Other symptoms of depression 
such as low motivation, reduced activity, poor cognitive performance and 
somatic symptoms may then follow. As the individual becomes more 
depressed, there is a commensurate increase in negative automatic thoughts 
and a self-stoking cycle of low mood and depressing thoughts is formed. The 
role of cognitive therapy is to interrupt this cycle.
Cognitive therapy is based on this theory of depression and similarly adopts a 
constructivist position that an individual's emotions and behaviour are 
influenced by the way s/he organises and interprets his/her environment. The 
main focus of therapy is therefore to challenge negative automatic thoughts and 
subsequently dysfunctional assumptions, thereby reducing their affective 
significance. More recently the idea of modifying the schemata themselves has 
been developed (Young, 1990). Cognitive therapy in its more standard form
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focuses on current problems and maintenance factors rather than schemata or 
early experience and it is time-limited and structured. Within a collaborative 
therapeutic relationship the client is encouraged to "discover" his/her own 
solutions. S/he is encouraged to treat thoughts and beliefs as hypotheses to be 
tested so that genuine skills deficits can be distinguished from cognitive 
distortions. Sessions are educational and a variety of techniques can be 
explored for challenging thoughts and beliefs.
The cognitive model of depression may be evaluated and any limitations 
identified by examining both its theoretical adequacy and practical 
effectiveness. Turning to the former, a large body of literature supports many of 
the concepts contained within the model and hypotheses generated from it.
Many experimental studies have provided evidence for schema-driven 
processing and these are reviewed by Brewin (1988). This phenomenon is 
demonstrated in studies showing the effect of mood on memory: emotional 
states may affect a person's cognitive processing. The usual experimental 
paradigm is to induce a happy or depressed mood and then measure recall of 
positive or negative material. Typically, recall is best when the material to be 
recalled is mood congruent (Blaney, 1986). More significantly, this also applies 
to personal material and the recall of past experiences relating to the self. 
When Teasdale, Taylor and Fogarty (1980) asked people to recall past events, 
they found that more pleasant memories were recalled when they were elated 
and more unpleasant memories when dysphoric.
As well as reducing the likelihood of recalling pleasant or positive past 
experiences and increasing the probability of recalling unpleasant memories, 
other phenomena should be apparent in the depressed person's style. 
According to the cognitive triad, the depressed should be more negative about 
themselves, the world and the future. Brewin (1988) points out that rating 
scales and clinical observations may be inadequate to measure this, as they
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may reflect different life circumstances and experiences. He suggests that 
standardised situations may yield more accurate results. In studies using such 
standardised hypothetical situations, depressed people are more likely than 
non-depressed to attribute negative outcomes to themselves, to consider them 
to affect many areas of their lives and to be long-term (Sweeney, Anderson and 
Bailey, 1986). A negative view of the self, world and future is also empirically 
supported in studies using the previously maligned self-rating measures (e.g. 
Blackburn, Jones and Lewin, 1986; Bradley and Matthews 1987). However, 
Haaga, Ernst and Murray (1991) argue that the cognitive triad refers to views of 
the self and one's own personal world and future rather than the future and the 
world generally. They criticise studies basing negative views of the future from 
scores on the hopelessness scale, as every item refers to a personal future. 
They suggest that these two items of the triad may be conceptually redundant 
and it may be better to replace them with a single dimension of negative view of 
the self.
So far we have seen how the idea that affect may influence cognition has been 
empirically supported. In order to support the remainder of our vicious circle of 
low mood and depressing thoughts, the idea that negative thoughts are 
associated with non-cognitive symptoms needs to be addressed. Many studies 
based on self-report measures have shown that depressogenic cognitions and 
depressive symptoms are highly correlated (e.g. Dent and Teasdale, 1988). 
However, as Coyne and Gotlib (1983) point out, some of the items on the 
depression inventories include cognitive as well as non-cognitive items; so the 
two measures may be measuring the same thing. It has also been found that 
hopelessness (Beck, Riskind, Brown, and Steer, 1988) and cognitive bias 
(Norman, Miller and Klee, 1983) correlate with non cognitive depressive 
symptoms. However, correlation does not indicate direction of causality and 
indeed Beck did not postulate that cognitions play a causal role in depression 
but that they are an intrinsic part of the disorder.
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At this point, we may be touching on what is perhaps one of the major 
theoretical limitations of the cognitive model of depression: that ultimately it is 
descriptive rather than explanatory. Haaga et al (1991) distinguish between the 
descriptive and causal elements of cognitive theory. They consider that 
whereas the relationship between cognition and affect is descriptive and may 
apply to all types of depression, the causal elements only explain 
nonendogenous unipolar depression. As previously outlined, negative 
schemata (and dysfunctional beliefs) are hypothesised to be a diathesis or 
vulnerability for depression, activated by a suitable stressor. Beck distinguishes 
two types of stressor which may act on the respective personality modes of 
sociotropy and autonomy (Beck et al, 1988). The former is said to be related to 
interpersonal relationships and the latter to independence and achievements. 
Personal rejection might activate schema in the sociotropic personality mode 
whereas job loss would have greater affective significance for the autonomous 
personality.
Logically, if this were the case, then the dormant dysfunctional beliefs should be 
accessible for measurement even when depression is absent. This has not 
been demonstrated to be the case (Bohr, Rush and Bernstein, 1989). The 
notion of events having a particular affective significance for one or other of the 
personality modes has not been comprehensively tested. Haaga et al (1991) 
review the literature and conclude that at present: "There is little convincing 
support for the causal hypotheses in cognitive theory". They suggest that this 
may be due to the difficulty of testing this and the failure of any study to 
incorporate all the relevant variables: personality modes, beliefs, stressors and 
the onset of depression. They consider that before this can take place, 
clarification is needed of whether sociotropy and autonomy are types or 
dimensions and clarification of what exactly constitutes a stressor: for example 
what severity, frequency and type. Haaga et al also conclude that a more 
dynamic account of the personal and environmental causes of depression may 
be needed.
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This brings us to another major limitation of the cognitive model in that it may 
over-emphasise the individual and under-emphasise the environment. Some 
authors have taken this idea further. Most recently Small (1993) suggests that 
we need to turn our ideas on their head and instead of pathologising the 
individual's internal world, we should be looking at the problems in our social 
world which lead to emotional distress. According to this theory, distress is 
seen as a reaction to societal influences rather than a result of a negative 
phenomenological self. Although these ideas are not entirely new and are by 
no means exclusively a criticism of cognitive theory, they clearly challenge the 
notion that the roots of distress are to be found in negative self-beliefs. Such 
challenges have ethical relevance for operationalising cognitive therapy.
Further limitations of cognitive theory in its earlier form may be the 
overemphasis on symptoms and cognitive aspects of depression at the 
expense of affective elements and past experience. Karasu (1990), among 
others, has made this criticism. However Hollon, Shelton and Davis (1993) 
suggest that this is an exciting new area in the cognitive field, looking at 
schemata and therapeutically aiming at long-standing change.
A further problem with cognitive theory is posed by "depressive realism". It has 
been claimed that there is nothing to suggest that depressive cognitions are 
inaccurate and that in certain empirical studies they have been more accurate 
than non-depressed controls (Alloy and Abramson, 1979; 1982). Power and 
Champion (1986) suggest it is not just the depressed who make logical errors in 
thinking. They postulate that depressed individuals are likely to be more 
accurate in assessing true negative and false positive information and less 
accurate in assessing false negative information. Brewin (1988) suggests that 
although patients may overlook positive information, it may be erroneous to 
assume patient accounts are unrealistically pessimistic and negative. Certainly, 
in practical terms this could be counter-therapeutic. What is perhaps most
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clinically relevant however, is that the person's cognitions may be affecting their 
behaviour and many "realistic" negative experiences, especially interpersonal 
ones, may be self-generated (Robins and Hayes, 1993).
So far we have seen how the cognitive model provides a descriptive framework 
for common features of all types of depression. Although there could be greater 
economy of exposition in certain areas, there is good evidence for a number of 
the concepts contained within the model, and for the hypotheses regarding how 
information-processing is influenced. The theory falls short, however, in offering 
an empirically validated causal explanation of how depression develops; 
although further research in this area may well go some way to achieving this. 
It has also been highlighted how the role of environmental factors may not be 
given sufficient attention by formulating depression cognitively. Furthermore, by 
focusing attention on the individual's thoughts and interpretations of events, 
insufficient attention is paid to the person as an agent creating realistically 
negative experiences and situations. Although these theoretical limitations 
have been noted, the question of practical utility must be addressed before any 
overall conclusions can be drawn regarding the model.
There have been a number of studies addressing the question of clinical 
efficacy of cognitive therapy and these have been reviewed by Hollon et al 
(1993). It has been found that standard cognitive therapy is more effective than 
no treatment or waiting list controls for college students (McNamara and Horan, 
1986; Shaw, 1977; Taylor and Marshall, 1977), and adult outpatients (Comas- 
Diaz, 1981; Wilson, Goldin and Charbonneau-Powis, 1983). Results have been 
comparable to dynamic therapies (Covi and Lipman, 1987; Thompson, 
Gallagher and Breckenridge, 1987), non directive therapies (Shaw, 1977) and 
interpersonal therapies (Shaffer, Shapiro, Sank and Coghlan, 1981). Hollon et 
al (1993) point out that many of these studies have methodological weaknesses 
such as non-representative samples and interventions. For example, some
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studies have been conducted with geriatric samples and it is uncertain how far 
the results can be generalised.
Other studies have shown that cognitive therapy offers a superior post- 
treatment outcome to imipramine (Rush, Beck, Kovacs and Hollon, 1977) and 
tricyclic anti-depressants (Blackburn, Bishop, Glen et al, 1981). However 
Hollon (1991) questions the adequacy of the pharmacology in these two 
studies. Other studies (Hollon, DeRubeis, Evans et al, 1992; Murphy, Simons, 
Wetzel and Lustman, 1984) have found no difference between cognitive and 
pharmacotherapy. The National Institute of Mental Health (NIMH) programme 
for the treatment of depression (Elkin, Shea, Watkins et al, 1989) found 
pharmacology more effective than cognitive therapy. However, once again 
Hollon has questioned the adequacy of the cognitive therapy in this trial as 
different outcomes were found between the different sites providing cognitive 
therapy. Nevertheless it does seem that cognitive therapy is more effective in 
preventing relapse than antidepressant drugs (Hollon et al, 1991; Kovacs, 
Rush, Beck and Hollon, 1981).
It appears that for many depressed patients cognitive therapy offers an equal or 
preferential rate of effectiveness to drug therapy. However there are certain 
areas where cognitive therapy has limited effectiveness.
To begin with, poorer outcome is associated with interpersonal disturbance 
including long-term marital problems. This may indicate the presence of real 
difficulties rather than cognitive distortions, an idea previously commented on. 
This might explain the success of interpersonal therapy with these clients. 
Cognitive therapy has also been found to be less effective with clients who have 
a co-existing personality disorder (Elkin et al, 1989; Frank, Kupfer, Jacob and 
Jarret, 1987). However, this may only apply to standard cognitive therapy. 
Where there is the opportunity to incorporate schema work (Young, 1990), 
there may be a possibility for long-standing personality change.
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Therapist factors influencing the efficacy of the cognitive model may include the 
technical skill required to provide therapy. If this is inadequate then "discovery" 
could easily turn to persuasion or active suggestion and imposition of the 
therapist's opinions (Karasu, 1990). Furthermore, Karasu points out that there 
may be a temptation to oversimplify complex clinical phenomena when using 
the operational manual. If this were the case it could mean a tendency to fit the 
client to the model rather than taking a flexible approach and fitting the model to 
the client.
Other factors that may limit the effectiveness of cognitive therapy include the 
length of therapy and uncertainty over the mechanisms of change that are most 
effective. Therapy may not be long enough to have a lasting impact, 
particularly with the more recalcitrant depressions. This has been addressed by 
schema therapy which has already been referred to. Unfortunately there is little 
in the way of outcome data for this therapy at present.
It has already been mentioned how theoretically the role of affect may have 
been under-emphasised. Likewise this has been seen as a weakness of the 
cognitive model therapeutically, as clients may reach some intellectual 
understanding of their problems but they may intellectualise strong unpleasant 
feelings and fail to achieve "emotional insight". Once again, these limitations 
have recently been countered with new techniques aimed at challenging 
dysfunctional beliefs when clients are emotionally aroused. Greenberg and 
Safran (1987; 1989) describe ways to invoke affective arousal in clients. 
Clearly the role of affect is now being given greater importance than in standard 
cognitive theory, bringing it closer to more dynamic psychotherapies.
It has also been highlighted that interpersonal factors may be important in the 
onset and maintenance of depression and it may have been a limitation of the 
standard cognitive model that these areas were not adequately addressed.
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More recently, the key role of "interpersonal schemata" has been stressed, 
acknowledging that internal models of relationships developed primarily from 
early relationships influence our current interpersonal world (Safran 1990). 
Safran and Segal (1990) describe the notion of an "alliance rupture" , that is, 
when the client manifests negative feelings about the therapist or therapy. 
They suggest this as an opportune moment to "metacommunicate" with the 
client about the feelings elicited by him/her in the therapist. It would seem that 
these changes in perspective are approaching notions of object-relations and 
transference as described in psychodynamic theory (Ryle, 1985).
In practical terms we have seen that cognitive therapy in its standard form 
seems to be superior to other psychosocial interventions and at least equally as 
effective as drug treatments. It seems preferable to other treatments in terms of 
relapse prevention. Ideally, this needs to be demonstrated in studies that are 
methodologically more rigorous, incorporating representative samples and 
treatments. The model's practical usefulness may be limited when it comes to 
clients with interpersonal difficulties or coexisting personality disorders. The 
latter group of clients may benefit from the latest additions to the cognitive 
model such as schema work, but there is little formal outcome data for these 
treatments. Other new directions such as increased emphasis on 
developmental issues, interpersonal schemata and the role of affect go some 
way towards addressing the limitations of the cognitive model in its earlier 
forms. However, by incorporating these concepts, the cognitive model starts to 
sound more like a restatement of psychodynamic theory. Nevertheless, it 
provides a clear and tangible framework for describing depression and 
identifying suitable points for intervention.
Although theoretical and practical limitations have been highlighted, the 
cognitive model, as Robins and Hayes (1993) point out, has remained an open 
system acquiring new theoretical concepts and therapeutic techniques. It 
seems that most shortcomings of the model serve to point out future areas of
12
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research and development so that any current limitations will lead to future 
innovations.
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Learning disabilities (PLD) essay: "Improved quality of life is a 
possible but not inevitable outcome of deinstitutionalisation" 
discuss this statement in relation to the resettlement of people 
with learning disabilities
Deinstitutionalisation refers to the "movement of people from institutional forms 
of care, often hospital based, to other apparently superior environments" (Allen, 
1989). Deinstitutionalisation can be seen as a social policy aimed at improving 
the quality of life of individuals (Emerson, 1985). As Emerson points out, the 
rapid increase in deinstitutionalisation from the 1960s onwards should be 
considered in the context of changing attitudes: there was a growing awareness 
of the negative consequences of institutional care; an increasing awareness of 
the huge costs associated with this care and a shift in social perspective. With 
regard to this latter point, the movement was driven by the philosophy of 
"normalisation" (e.g. Wolfensberger, 1980), that is, enabling people to 
experience a culturally normative life. Wolfensberger (1983) considered that 
"the most explicit and highest goal of normalisation is the creation, support and 
defence of valued social roles for people who are at risk of devaluation". With 
regard to the resettlement of people with learning disabilities, Emerson (1985) 
states that "the essential goal of the deinstitutionalisation movement was, and 
remains, nothing less than the reversal of the devaluation experienced by 
retarded persons as members of a deviant social group". These shifts in 
philosophy meant there was growing debate around the ethical acceptability of 
institutional care. New models of care in smaller community facilities were 
established with the aim of resettling clients into the community thereby 
increasing their quality of life.
In assessing the outcome of resettlement programmes, changes in quality of life 
are difficult to measure directly and this has led to neglect of this area, and an 
overemphasis on measures presumed to reflect this, such as adaptive
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behaviour. Emerson (1985) proposes that this is due to a lack of conceptual 
clarity around definitions of what quality of life really is. Hughes, Hwang, Kim, 
Eisenman and Killian (1995) identified forty four definitions of quality of life in 
the literature between 1970 and 1993. Clearly there is no consensus on what 
constitutes quality of life and Borthwick-Duffÿ (1989) has argued that "quality of 
life is a subjective concept, the definition of which has been dependent on the 
perspectives and biases of the persons doing the evaluation...The diversity of 
quality of life criteria and outcome measures has been described as almost 
researcher specific". With regard to this conceptual confusion, Heal and 
Chadsey-Rusch (1985) consider that inattention to quality of life measures 
stems from the difficulty of defining "happiness" in operational terms and the 
indication that response bias is a problem in the accounts of learning disabled 
clients (Sigelman, Budd, Spanhel and Schoenrock, 1981). Additionally, the 
views of service users have not been considered important in the past. Vitello
(1984) proposes that quality of life is a multidimensional construct: in relation to 
deinstitutionalisation, important aspects include normalised and decent living 
conditions, autonomy and opportunities for growth and happiness. Emerson
(1985) summarises quality of life as the "satisfaction of an individual's values, 
goals and needs through actualisation of their abilities or lifestyle" and 
suggests that it can be measured firstly via social indicators, such as 
demographic statistics, community participation and social networks and 
secondly through measures of personal satisfaction. He believes that the latter 
should not be neglected just because of measurement difficulties, as the client 
is then relegated to a passive role in their service provision.
So far it has been stated that quality of life is a multidimensional construct and 
that it may be measured by various aspects assumed to be reflective of it as 
well as by canvassing client opinion directly. Hughes et al propose a 
conceptual framework comprising fifteen different dimensions relating to quality 
of life, but acknowledge that the dimensions will vary in importance across 
individuals and social contexts. With regard to the resettlement of people with
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learning disabilities, aspects which may be considered important are: social 
integration, community participation, psychological well-being, adaptive 
behaviour, client satisfaction and the experience of a normalised environment. 
It is acknowledged that other dimensions may be relevant but for current 
purposes, discussion will focus around these areas. It is worth noting that many 
of the outcome studies suffer methodological weaknesses such as failure to 
incorporate control groups or long-term follow-ups.
With regard to adaptive behaviours, Allen (1989) has reviewed the literature 
and concludes that community settings facilitate their development. However, 
this is not inevitable and may be a result of initial staff energy and enthusiasm 
for a project rather than a lasting gain (Hemming, 1986). Nevertheless, it 
seems that staff in community settings offer more opportunities for constructive 
activity than institutional staff (Felce, de Kock and Repp, 1986). Hemming
(1986) reports that the most consistent finding across resettlement studies is 
that there are increases in domestic activity in the community. It seems that 
there may be gains in terms of opportunity for constructive activity and 
increases in adaptive behaviour in community homes, but an important question 
in terms of community participation is whether there is a concomitant increase 
in activity levels outside of the residential facility.
Some studies note that there is more use of community facilities by clients living 
in the community than hospital dwellers (Raynes, and Sumpto, 1987). As with 
all outcome measures there is likely to be a good deal of variability across 
settings. De Kock, Saxby, Thomas and Felce (1988) found that clients in small 
group homes had around 250 community contacts per year, which was 
considerably more than those in institutional care (seven) or large community 
based units (seventy-two). Despite these encouraging findings, it does seem 
that clients' main source of support is official carers and their residential home is 
the centre of most social activity (Crapps, Langone and Swaim, 1985; Gollay,
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Freedman, Wyngaarden and Kurtz, 1978; Malin, 1982; McDevitt, Smith, 
Schmidt and Rosen, 1978).
Social interaction specifically may be one of the most important factors 
discussed here because, as previously mentioned, social role valorisation is 
one of the key aims of normalisation. It is also crucial because of the 
demonstrated association between social functioning and psychological well­
being. For example, Reiss and Benson (1985) found that social support 
negatively correlated with depression in people with learning disabilities. The 
authors suggest that these effects may be explained by loneliness and lack of 
support to cope with stressors. Laman and Reiss (1987) also noted 
associations between low levels of social support, poor social skills and 
depression.
Social and community integration is clearly important and may be dependent on 
other possible dimensions of quality of life, such as environmental and financial 
opportunities as well as the appropriate skills training. Donegan and Potts 
(1988) found that nine people living alone in the community who knew the 
location of local facilities failed to take advantage of them due to poor social 
networks and lack of money. In another study, Atkinson (1985) surveyed fifty 
people who had moved to independent community accommodation and found 
that they participated in many activities outside the home, but equally had 
ceased to enjoy others because of poor social networks or the tendency to 
adopt a passive "observer" role in leisure pursuits rather than one of active 
participant.
Even if the goal of more community based activity is achieved, the assumption 
that greater activity results in increased links with the community is a debatable 
one. Koller, Richardson and Katz (1988) found that young adults with learning 
disabilities in day services had a higher level of socialising than those who did 
not, but this was nearly all with other people with learning disabilities. Bercovici
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(1981) looked at ten community facilities and found that many of the residents, 
rather than being part of the community were "inhabitants of a physically 
segregated and culturally distinct social system". Overall, Garvey and Stenfert- 
Kroese (1991) conclude that moving people with learning disabilities into 
community homes will not in itself ensure community relationships and links are 
formed. In order to promote integration, leisure activities must be organised 
and actively encouraged and social skills training must be provided.
It was mentioned previously that quality of life may also be measured in terms 
of evaluation of the client's environment. The size and location and appearance 
of the community facility may all impact on outcome. Allen (1989) reviews the 
literature and notes that other factors such as staff autonomy and initiative, 
better staff ratios and a more user-centred service may all have a greater 
impact on quality of life than the physical environment per se. He also notes 
that the assumption that smaller residential facilities will be superior in terms of 
normalisation practices is unsupported. Size may not be related to 
restrictiveness or quality of care. He quotes Landesman-Dwyer (1981), who 
considers that "normal" and "homelike" community settings do not guarantee 
benefits and positive changes for residents.
One area we have not yet considered is client satisfaction. Heal and Chadsey- 
Rusch (1985) maintain that "in the evaluation of deinstitutionalisation outcomes 
it seems more basic to assess the citizen's preferences than to assess 
'normalisation' the experience, the skills development or the 'residential climate' 
of living alternatives". Some attempts to directly canvass client opinion have 
been made with scales such as Heal and Chadsey-Rusch's (1985) 50 item 
lifestyle satisfaction questionnaire. The authors report that in preliminary work, 
satisfaction is positively correlated with less restrictive settings. The major 
problem with these types of questionnaire is that they will only be of use with 
mild to moderately learning disabled people and other methods will still have to 
be employed for the severely and profoundly disabled.
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Evidently, the results of resettlement are mixed. There is a great deal of 
variation across community settings and individual factors will undoubtedly 
influence the success or otherwise of placements. Some authors consider 
deinstitutionalisation has not been too successful in achieving its goals 
(Bachrach and Lamb, 1982; Estroff, 1981). Sigford (1981) considers that "the 
social status and personal power of mentally retarded persons remain 
unchanged... even though [their] place of residence may have changed". Other 
studies, including some reviewed here, show that community schemes can 
achieve positive outcomes for clients.
Given the different outcome measures and findings, Allen (1989) concludes that 
"improved quality of life, as measured by various analogues such as improved 
adaptive functioning and community integration, is a possible but not inevitable 
outcome of deinstitutionalisation". The evidence suggests that it is not 
normalisation per se or resettlement per se that will improve clients' quality of 
life. Allen describes community placement as a means rather than an end. It is 
the foundation for a needs-led service providing comprehensive and coherent 
care packages for clients. Service users views should be incorporated where 
possible and there should be a sensitive balance between the prevailing 
philosophy of normalisation and the individual needs of the clients.
Although quality of life may not be an inevitable outcome of 
deinstitutionalisation, the assumption and assurance should be that it will be. 
This is according to Ager, Bendall, Callwood and Epps (1987) who describe a 
procedural guide they have developed to assist their resettlement work. In 
operating in accordance with this principle, presumably a clear rationale for 
resettlement is provided and expectations and aims are set up for all involved to 
work towards.
25
PLD Essay
In conclusion, there are a myriad different hypothesised components of "quality 
of life" that are interwoven in a complex framework. The many interactions 
mean it is of little use to look at each dimension in isolation. We have seen, for 
example, how a normalised environment per se may not have a positive impact 
on the client without a combination of social and community opportunities, 
financial backing, empowering staff practices and so on. Even then we do not 
know clients' subjective preferences unless they are canvassed directly: 
something that will only be possible with more able clients. However, the more 
potentially relevant dimensions that can be identified, including quality of life 
measures and predictors of relapse (Cawby and York, 1991), the greater power 
service providers have to construct appropriate services and environments to 
maximise users' potential.
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Child and adolescent essay: Does cognitive-behaviour therapy 
work for children and adolescents?
Current thinking on the cognitive models of psychological problems in adults 
stems from the work of Beck (e.g. 1963; 1967; 1976) with more recent updates 
(Beck and Friedman, 1990) and contributions from Young (1990). These 
models assert that functional conditions are ultimately disorders of cognition. 
Propositional information about the self is stored in schemata, which are mental 
representations developed from past experience that influence information 
processing and behaviour. In a vulnerable individual these schemata may 
contain negative views about oneself, the world and the future: a concept Beck 
termed the negative cognitive triad. The core schemata give rise to more 
peripheral "dysfunctional assumptions". These beliefs are termed dysfunctional 
as they are usually inflexible, extreme and unhelpful rules. When the individual 
is confronted with a life stressor, according to the cognitive model, the 
schemata are activated. The effect of their activation is an increase in negative 
automatic thoughts or images and a variety of systematic thinking errors. 
These cognitions are accompanied by changes of affect and behavioural and 
somatic symptoms. As the individual's affective state is amplified; for example 
with greater anxiety or low mood, there is a commensurate increase in negative 
automatic thoughts and a self-stoking cycle of depressed or anxious mood and 
unhelpful thoughts or images is formed. The role of cognitive-behaviour 
therapy (CBT) is to interrupt this cycle by modifying thoughts and behaviour.
In order to assess to what extent CBT in general is an effective treatment, it is 
necessary to consider whether it has adequate theoretical foundations and to 
demonstrate its clinical efficacy through empirical study. In research with adult 
samples, although not conclusive, there is reasonable support for both the 
theoretical structures proposed in the model (see Brewin, 1988 for a review) 
and the clinical efficacy of treatment (e.g. Hollon, Shelton and Davis, 1993). In 
considering the effectiveness of CBT with children and adolescents the picture
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becomes even more complicated. As well as the many difficulties of research 
with adults, one also has to contend with the thorny issue of the developmental 
level of the child. The research on children's cognitive development is 
important to consider in understanding how far this model can be applied to 
psychological difficulties in the young person and this will be addressed later.
In starting to think about CBT for children, the first consideration is to look at the 
evidence for a cognitive-behavioural model as a basis to explain emotional and 
behavioural difficulties in children. A useful framework to adopt in thinking 
about this is provided by Stark, Rouse and Livingstone (1991) in explaining 
childhood depression. They describe schemata as acting like a filter: 
influencing information processing and explaining the consistency in a person's 
thoughts, behaviour and feelings. They describe the schema driven processes 
as cognitive operations; this includes perception, recall of memories and so on. 
They refer to the output of these processes; thoughts, images, memories etc., 
as cognitive products. In order to validate CBT for children, we need to 
demonstrate that psychopathology is linked to deficient and/or distorted 
cognitive processing as with adults.
Spence (1994) has reviewed the literature in this area and considers that there 
is good support for underlying cognitive distortions. Depressed children have 
shown higher rates of cognitive errors such as catastrophising and selective 
abstraction (Leitenberg, Yost and Carroll-Willson, 1986), and deficits in 
interpersonal problem solving skills (Sacco and Graves, 1984). They also set 
higher standards for themselves and evaluate themselves more negatively 
(Kaslow, Rehm and Siegel, 1984). Children with many symptoms of depression 
are also more likely to have a depressive attributional style than their non­
depressed counterparts: that is, attributing positive events to external, unstable 
and specific factors and negative events to internal, stable and general factors 
(Bodiford, Eisenstadt, Johnson and Bradlyn, 1984). Situationally anxious 
children show higher rates of thinking errors such as catastrophising,
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overgeneralisation, personalising and selective abstraction (Leitenberg et al, 
1986). They have also been found to generate more negative evaluations, 
fewer positive evaluations and more off-task thoughts than non-anxious children 
(Zatz and Chassin, 1985). Prins (1985) also found that situationally anxious 
children engage in more negative self-statements than non-anxious controls. 
Unfortunately, no studies so far have addressed these issues in clinically 
anxious children but it might be reasonable to hypothesise that the same 
processes would be operating. As well as distortions of cognitive processes, 
skills deficits have also been identified in children with problems.
There are a number of studies showing that children with clinical problems have 
skills deficits. For example depressed children may have a lack of interpersonal 
problem solving skills (Sacco and Graves, 1984), children with Attention-deficit 
hyperactivity disorder (ADHD) have been identified as having deficits in 
response inhibition and attention and as described above, antisocial children 
have been shown to have poor social perspective taking skills (Chandler, 1973; 
Chandler, Greenspan and Barenboim, 1974). Spence (1994) notes that all 
these studies are correlational in design and distortions and deficits may not be 
causing a particular disorder. However, an appreciation of what skills are 
lacking or distorted and how this may serve to maintain the status quo would be 
valuable to include in developing a formulation and planning an appropriate 
intervention for the child regardless of the direction of causality.
In order for distortions and deficits to be addressed in therapy, it must be 
possible to identify and assess these in some way. To assess skills deficits, 
there are a number of measures which address problem solving; such as the 
Preschool Interpersonal Problem Solving Inventory (Spivack and Shure, 1974) 
and the Means-Ends Problem Solving (Spivack, Platt and Shure, 1976). The 
Social Perspective-taking Task (SPT, Chandler, 1973) assesses the child's 
ability to consider the thoughts and feelings of others. Other operations such as 
memory and attentional skills might be addressed through formal psychometric
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testing employing a variety of tests. For assessing schema or general thinking 
styles, there are measures such as the Attributional Style Questionnaire 
(Kaslow, Tannenbaum and Seligman, 1978; cited in Spence, 1994) or the 
Hopelessness Scale for Children (Kazdin, Rodgers and Colbus, 1986). For 
assessing cognitive products, children's thoughts might be accessed by them 
"thinking aloud" so their self-talk is reported. Other techniques include "thought 
listing" (e.g. Prins, 1985) or completing self-statement questionnaires such as 
the Children's Cognitive Factor Questionnaire (Leitenberg, Yost and Carroll- 
Wilson, 1986) to assess cognitive errors. In general, these measures have 
good reliability and validity but developmental considerations are important to 
consider in using a measure. As Lodge and Tripp (1995) remark, each type of 
measure calls on different cognitive processes. Thinking aloud involves short 
term memory whereas thought listing will involve longer term memory and 
endorsement items on questionnaires will employ recognition memory. The 
developmental level of the child will clearly be important in thinking about which 
measure is the most efficient to assess cognitions. This theme will be taken up 
later with regard to CBT as a whole.
The theoretical arguments for employing CBT in the treatment of children have 
been examined and the notion of conceptualising children's problems as 
processing distortions and skills deficits has been addressed. Attention will now 
turn to looking at the results of outcome studies employing cognitive- 
behavioural techniques. Many different strategies are employed in these 
treatments. Stark (1990) in a treatment for depression included affective 
education, cognitive restructuring, problem-solving training, self-instructional 
training and self-control techniques (involving self-monitoring, evaluation and 
reinforcement). Other treatment programmes have included social skills 
training, for example, social perception skills (Milne and Spence, 1987). One of 
the difficulties with outcome studies is that it is often not possible to identify 
what has been the effective component of therapy. In terms of the current 
material, it is difficult to identify whether positive outcomes are due to skills
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training or correcting distortions as many programmes involve both. For this 
reason this distinction will not be discussed in too much detail in reviewing 
these studies.
Kendall and Panichelli-Mindel (1995) reviewed a number of recent papers 
which have yielded favourable results. CBT has been shown to reduce anxiety 
in both non-clinical and anxious children in studies involving relaxation training 
and coping strategies as well as recognising feelings and thoughts in anxiety 
provoking situations (Kane and Kendall, 1989; Peterson and Shigetomi, 1981; 
Siegel and Peterson, 1981). Where examined, these treatments have been 
superior to waiting list controls (Kendall, 1994). With aggressive children, 
therapies focusing on cognitive distortions and deficits have demonstrated 
efficacy (Kazdin, Esveldt-Dawson, French and Unis, 1987; Lochman, Burch, 
Curry and Lampron, 1984; Lochman, White and Wayland, 1991). Studies 
involving depressed children also indicate that CBT interventions can be 
effective (Stark, Reynolds and Kaslow, 1987; Stark et al 1991), and more 
positive outcomes recorded than for waiting list controls (Reynolds and Coats, 
1986). On the other hand, Liddle and Spence (1990) did not find CBT helpful 
with mildly depressed 8-12 year olds. In ADHD, CBT seems to be effective in 
treating impulsivity but this is not so for other symptoms (Kendall and Braswell, 
1993). Other areas of application such as pain management and learning 
disabilities seem to be promising but there is as yet little work to demonstrate 
their efficacy (Graham and MacArthur, 1988; Varni, 1983; Walco and Dampier, 
1987; Walco and Varni, 1991).
In one study, Duffy and Spence (1993) attempted to evaluate the unique 
contribution of cognitive components to a treatment package for obesity in 
children. In this case, cognitive aspects did not add to the effectiveness of 
behavioural treatments. This study is interesting as it attempts to unpick 
multicomponent packages and identify the effective elements rather than having 
only "treatment" and "no treatment" conditions. However, it does not negate the
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positive outcomes reported in many studies. Further research is needed to 
identify the contribution of different components to the treatment of other 
childhood disorders.
Although generally the empirical findings for CBT are encouraging, there are a 
number of factors to be borne in mind when considering the results. Ager and 
Cole (1991) reviewed 22 CBT outcome studies published between 1985 and 
1988 and note a number of methodological weaknesses. Most of the studies 
did not include enough information to permit replication nor did they, as 
previously mentioned, attempt to identify which components of therapy were the 
effective ones among a number of different strategies including modelling, 
discussion, education, and reinforcement. They also conclude that in a number 
of cases, the outcome studies do not employ socially valid measures such as 
parent/teacher ratings and archival data. A further problem for such studies 
seems to be that there is no firm evidence that the positive results of these 
interventions are maintained or generalised to other environments. Further 
research is needed to clarify these issues.
Developmental stage has been referred to several times in this discussion and 
it is also relevant to interpreting outcome studies. The child's level of 
development is a crucial consideration in thinking about how cognitive elements 
might be involved in the incidence of psychological problems and how far they 
can be identified and targeted in therapy. In standard cognitive therapy with 
adults, negative automatic thoughts are challenged and dysfunctional 
assumptions are explored. In order to do this certain skills will be a prerequisite. 
Lodge and Tripp (1995) note that children as young as three can use mental 
verbs such as "think" and "know" and by five will have basic language including 
a vocabulary of two thousand words, so they may have some skills to work in 
this way. However, it may not be until eight years old that the child has a global 
sense of self and can differentiate his/her mental and physical states from those 
of others. Other skills such as memory, attention and metacognitive awareness
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are important aspects of the child's cognitive development to consider (Kinney, 
1991). In addition, it has been argued that logical and hypothetical-deductive 
thought structures are a prerequisite for cognitive therapy with children 
(Digiuseppe, 1989; Digiuseppe and Bernard, 1983). Kinney (1991) considers 
CBT in relation to Piaget's theory of cognitive development (e.g. Inhelder and 
Piaget, 1958) and points out that many of these skills will not be sufficiently 
developed in the pre-operational or concrete operational child. For example, 
such a child would not be able to deal in the abstract concepts such as "trust" 
which are often part of the therapeutic dialogue. It would also be beyond a child 
of this stage of development to engage in hypothesis generation and the 
evaluation of alternatives required to problem-solve or dispute dysfunctional 
assumptions. In consequence, it has been argued that only older children 
capable of formal operational thought will benefit from attempts to change 
underlying cognitions through direct consideration (DiGiuseppe and Bernard, 
1983). However, as previously noted, studies have not generally attempted to 
isolate which factors in therapy are effective and with which age groups.
According to Kinney (1991), as well as an awareness of the child's logical 
analytical thinking, it is also important to consider the social-cognitive skills as 
psychological problems occur within a social context. If the child is to reflect on 
unhelpful thoughts and assumptions, they will need an appreciation of the point 
of view of others. They will need to have some social perspective taking ability 
if they are to be able to consider the reactions of others and the consequences 
of their behaviour. Social perspective taking has been defined as "the 
developing conception of the structure of the relation between self and other(s)" 
Selman and Byrne (1979). Selman describes five developmental stages where 
the child moves from a position of egocentrism through to a point where s/he 
has a more abstract ability of perspective taking in relationships and society. 
This is related to the child's general cognitive ability but may not develop at the 
same rate. Kinney concludes that CBT with children should be preceded by a 
consideration of the Piagetian level of the child but also the child's perspective
37
Child Essay
taking ability, as Piagetian level alone will not inform us of the child's 
development of social understanding and reasoning.
When considering the child's developmental stage it may be that complex 
information can be obtained and worked on if this is done in an age appropriate 
manner. While some adolescents may be able to thought monitor in a direct 
way, much the same way as adults, this will probably not be the case for 
younger children. In some cases it may not be possible, or innovative methods 
may be needed to access this information. For example, Stark (1990) used 
cartoon sequences to ascertain children's thoughts in particular situations. 
Another creative technique is reviewed by Fried berg (1994) who describes 
storytelling as a developmental^ appropriate means to enrich therapy with 
children. Using Mutual Storytelling Technique (MSTT, Gardner 1970, 1971, 
1972, 1975: described in Fried berg, 1994) the child tells a story which will 
facilitate expression and disclosure in a non-threatening way. Information about 
the child's implicit judgements, evaluations and conclusions to their problems 
can be collected (Becker, 1972) in a format the child is familiar with. In retelling 
a story, the therapist can help the child to develop more accurate perceptions in 
a non-confrontational way (Gardner, 1970). Corder, Haizlip and DeBoer (1990) 
used this technique with sexually abused children and found the stories 
facilitated cognitive reframing and more objective perspectives on the trauma.
Child-friendly presentation of material may be a key element in the success or 
otherwise of CBT. When Piagetian tasks were presented to children in more 
understandable and age-appropriate ways than the standard tests, they were 
able to demonstrate more complex operations at an earlier age (see 
Donaldson, 1988 for a review). In the same way, the basic ideas of cognitive 
therapy may be more meaningfully employed with children if they are presented 
in a medium which is understandable to them. The clinical challenge may be to 
develop innovative ways of doing this while bearing in mind current theories of 
cognitive development.
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Cognitive-behavioural theories of childhood psychopathology are supported 
empirically and interventions have demonstrated efficacy with children. 
However, it remains unclear which aspects of a multicomponent treatment 
package are most effective and with children of which developmental age. 
Although the research indicates aspects of cognitive processing are involved in 
childhood disorders and this may be an important point for clinical intervention, 
it has not been established empirically whether the addition of cognitive 
treatments offers anything over and above behavioural interventions. There is 
also scope for work on identifying the best age-appropriate materials for 
assessment and therapeutic work. One of the roles of future studies may be to 
investigate these issues.
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Older adult essay: What factors are involved in suicidal 
behaviour in older people?
Over recent years there has been an increasing trend in the number of suicides 
among older adults in the developing world (Pritchard, 1992). In England and 
Wales the suicide rate is highest in the older adult population (Diekstra, 1989), 
with the over sixty-fives accounting for 19% of all suicides (Cattell and Jolley,
1995) and the highest risk for suicide occurring in men over the age of 75 (Clark 
and Fawcett, 1992). Furthermore, suicidal behaviour in the elderly is more 
likely to have a fatal outcome. McIntosh (1992) estimates that the ratio of 
attempted to successful suicide in the elderly is 4:1 compared to between 8:1 
and 20:1 in the general population. The actual number of suicides and 
parasuicides (attempted suicides) among the elderly may even be higher than 
suggested, as official statistics do not take into account undetermined and 
accidental deaths (Cattell and Jolley, 1995); some of which may be concealed 
suicide. In addition to this, as Draper (1996) points out, many parasuicide 
studies do not include "intentional life-threatening behaviours" such as refusal to 
eat, drink and take medication, as described in studies from nursing homes 
(Osgood, Brant and Lipman, 1991). In terms of methods employed, overdoses 
are the most frequent method with 89-100% of the elderly choosing this method 
and benzodiazepines accounting for 37-79% of these overdoses (Draper,
1996).
Studies which have attempted to look at suicide across the lifespan indicate 
that different factors may be important précipitants of suicide at different ages 
(Kreitman, 1976). Adolescent suicide is more likely to be preceded by 
interpersonal conflict, middle age suicide by factors such as financial problems 
and suicide in the elderly by physical illness. The factors involved in suicidal 
behaviour in older people are particularly important to look at in closer detail as 
attempts are more often fatal in this age group. The subject also raises
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complicated issues for individuals and society around the question of ethical 
suicide.
It has been pointed out by Cattell and Jolley (1995) that there is a lack of large 
scale comprehensive studies of suicide in this age group using structured 
interviews and informants. However, information about risk factors has been 
collected in other ways. Firstly in the case of completed suicides, details have 
been collected from coroners' reports and psychiatric reports. In the case of 
attempted suicide, a comprehensive assessment may be conducted on 
admission to provide the relevant information. As those who attempt suicide in 
general adult and adolescent populations often go on to complete (e.g. Hawton 
and Fagg, 1982; Shafii, Carrigan, Whittinghill and Derrick, 1985), attempters 
and completers are largely considered to have similar characteristics and data 
from both are used to identify risk factors. As elderly attempters demonstrate 
the highest level of suicidal intent of all age groups (Merril and Owens, 1990; 
Pierce, 1987), it is likely that the similarities between attempters and completers 
are even greater, so the use of combined suicide and parasuicide data seems 
justified. There are a number of methodological limitations in the literature on 
suicidal behaviour in the elderly such as the absence of prospective design, the 
exclusion of accidental or undetermined deaths or supposedly "non-serious" 
parasuicides, and the bias towards samples restricted to self-poisoning (Cattell 
and Jolley, 1995; Draper, 1996). Despite these shortcomings, many studies 
have identified risk factors for suicide in the elderly and there is overall 
consensus as to the main stressors.
To begin with, poor physical health has been found to be more important in 
parasuicide among the elderly than in younger people (Merril and Owens, 1990; 
Nieto, Vieto, Lazaro et al, 1992). Draper (1996) in his review of studies notes 
that chronic illness was common among suicide attempters with proportions 
varying from 49-54% of patients and 42-55% of patients suffering acute 
physical illnesses. Although many studies highlight the importance of poor
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physical health in suicide (Frierson, 1991; Nowers, 1993), other studies have 
found that physical health does not distinguish suicide attempters from non- 
attempters in psychiatric inpatients (Schmid, Manjee and Shah, 1994; Zweig 
and Hinrichsen, 1993). This has led Draper (1996) to conclude that it may not 
be the illness per se but its effect on lifestyle and morale, the need for 
medications and the possible presence of pain which increase risk.
As well as physical illness, psychiatric illness also seems to be an important risk 
factor in suicidal behaviour in the elderly. In older suicide attempters, formal 
diagnoses are more common than in younger groups (Merril and Owens, 1990). 
In his review, Draper (1996) noted that depression was the most commonly 
reported problem, affecting 56-93% of patients. Organic brain syndrome, 
meanwhile, is reported in 0-29% of patients; with dementia accounting for two 
thirds of this (Draper, 1996).
Another important risk factor for suicide in the elderly is social isolation. Draper 
(1996) notes that 24-60% of attempters were living alone and that the 
proportion of suicide attempters living alone increased with age (Merril and 
Owens, 1990; Nowers, 1993). Bereavement is also a significant stressor with 
between 13-44% of these patients experiencing unresolved grief. The loss of 
income and status has been highlighted (Lindesay, 1991) as have relationship 
problems (Draper, 1996).
Some of the risk factors have been outlined above, but no discussion of suicidal 
behaviour in older adults would be complete without consideration of both 
societal and existential issues. In an article taking a broader view of suicide in 
the elderly, Weisman (1991) notes that in our youth oriented culture, old age is 
considered tragic or comic but unfavourably either way and with negative 
connotations and few values that are best represented by the elderly. He 
comments that those considered as growing old with grace and dignity are 
simply those who are living by the values carried over from middle age and that
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old age has few distinct values of its own. This point could be refuted, for 
example by considering the Jungian archetype of the wise old man as 
suggested by Carpenter (1993). We have this archetype because we believe 
that there are wise old men: people who have "knowledge, reflection, insight, 
wisdom, cleverness and intuition" (Jung, 1959). This illustrates that society may 
impart some distinct positive values on old age. However, it still seems largely 
true that within our culture youth is valued and the ageing process is 
demeaned.
Although noting the various forces that come to bear in old age such as 
problems in health, relationships and financial affairs as well as cultural and 
existential concerns, Weisman does not see suicide as the answer; as this is an 
expression of vulnerability or failure to cope at some level. He considers that a 
balance must be achieved between coping and vulnerability and that three life 
tasks need to be addressed. These "metaproblems" which become more 
salient with old age are: searching for meaning; maintaining morale and 
negotiating with mortality. The need to address existential concerns in later life 
has also been highlighted by other authors such as Erikson.
From the discussion so far, it can be seen that the elderly may experience 
many, if not all of the risk factors associated with suicidal behaviour in other age 
groups, often combined with a negative image portrayed culturally and a 
heightened awareness of existential issues as death draws nearer. As not all 
people exposed to these difficulties take their own lives, many authors such as 
Weisman argue that suicide is an expression of vulnerability or pathology. 
However, others have argued that the elderly in fact have a unique claim to 
ethical, unobstructed suicide (Carpenter, 1993). Carpenter considers that if the 
elderly person does not have impaired cognitive functioning, insight or 
judgement, and as long as they are not assisted, they should be entitled to take 
there own life. He considers them to have "developmental autonomy" based on 
experience and wisdom as a result of their position in the lifespan. He argues
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that society promotes self-determination and people taking responsibility for 
their lives, but denies them the ultimate act of self-determination which is 
suicide.
Carpenter acknowledges arguments against this position, perhaps the strongest 
one being the "slippery slope" argument. That is, the possibility that the 
acceptance of ethical suicide might encourage elderly people to commit suicide 
despite their true wish to survive as they may feel pressure from society and a 
sense that their lives are worthless. Carpenter considers that these arguments 
do not destroy the possibility that geriatric suicide can be ethical, but rather that 
this position could affirm our respect for the wisdom and independence of the 
elderly. He also acknowledges that a lot could be done to make suicide a less 
appealing choice by creating a society more gratifying for older adults. This 
echoes some of the points made earlier about society's treatment of the elderly 
and preoccupation with youth.
The debate around ethical suicide is clearly a complex one and will undoubtedly 
continue. Despite the growth in organisations supporting ethical suicide such 
as EXIT, the general opinion of professionals with regard to suicide in all ages is 
that it should be prevented. This is embodied in social policy where targets 
have been set to reduce the overall number of suicides by 15% by the year 
2000 (HMSO, 1992).
As we have seen, suicidal behaviour in the elderly has certain unique features 
and in this group it is vital to clarify one's understanding of the reasons behind it 
before preventative measures can be adopted or ethical suicide advocated. 
Suicide has been seen as a failure in social problem-solving (e.g. Linehan, 
Camper, Chiles et al, 1987). This may or may not be the case, but to condone 
it without formulating clearly and exploring possible interventions would certainly 
demonstrate an absence of problem-solving skills. We have seen how suicidal 
behaviour can be viewed as psychological vulnerability. It follows from this
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hypothesis that if those at high risk can be identified, then preventative 
measures might include medication, psychological therapies or greater social 
support from services. In one study it was demonstrated that the majority of 
elderly suicides did not see their doctor in the month before their death (Cattell 
and Jolley, 1995) and it may be that increased contact with services would open 
the way for more interventions at the individual level. However, a broader 
perspective is needed.
Marshall (1988; cited in Smail, 1996) comments with regard to mental health 
generally:
"It is necessary to consider the ways in which the very nature of psychology and 
psychiatry... tend to localise disorder or distress within the individual. It could be 
argued that such an approach, whether at a biological or psychological level, 
serves to obviate the necessity to look at wider, more complex, societal issues."
In the case of elderly suicide we have noted how the devaluing of the aged, and 
the low levels of social support might be two such societal issues. There is 
support for this if cross-national data are considered. For example Lindesay 
(1991) notes that in India suicides tend to decrease rather than increase with 
age (Bhatia, Khan, Mediratta et al, 1987) and this is also the case with Indian 
immigrants to the UK. This is usually attributed to the esteem in which senior 
citizens are held and the social support they are given (Raleigh, Bulusu and 
Balarajan, 1990). It also seems that the role of other societal issues may be 
more relevant in the future. Lindesay (1991) notes that historically, suicide 
rates are higher in age groups that constitute the larger proportions of the total 
population, perhaps because there is increased competition for the limited 
resources available. He points out that this may have an important influence in 
years to come as the elderly population is set to increase and social services 
and health provision may not keep pace with growing demand.
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There is a consensus that the rates of suicide in the elderly are the highest of all 
ages. Given that "years lived are not noxious in themselves" (Weisman, 1991) 
it is important to consider the factors which make suicide more frequent in the 
elderly. A number of potential stressors may be involved in suicide in this age 
group, ranging from physical health problems and psycho-social difficulties to 
the salience and pressure of existential issues at this point in the lifespan. The 
role of suicide as an expression of pathology or a rational choice or "balance- 
sheet" suicide (Hoche, 1919; cited in Carpenter, 1993) is an interesting debate 
leading to suggestions for intervention at an individual level from some authors 
and calls for ethical suicide from others. Although prevention in clinical practice 
is clearly a priority, it seems important to consider a broader perspective on this 
issue and not to allow consideration of individual responsibility and risk factors 
to obscure the responsibility of society to examine areas where it is failing the 
elderly.
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Specialist essay: Discuss the contribution of a systemic 
framework to the treatment of adult survivors of childhood 
sexual abuse
The following account considers the Post-Milan systemic model and how this 
model contributes to our thinking and clinical practice with adult survivors of 
childhood sexual abuse (CSA). The Post- Milan orientation encompasses the 
developments over recent years to the original systemic ideas proposed by the 
Milan group in the late seventies (Selvini Palazzoli, Boscolo, Cecchin and Prata, 
1978). Burnham (1992) proposes that within the systemic model (as well as 
other therapeutic approaches) three levels can be distinguished for clarity: 
namely, approach, method and technique. These distinctions will be adopted 
here to organise and explain aspects of the systemic model, before their 
contribution to work with adult survivors is considered more specifically. White 
(1995) prefers the term “survivor” to victim as the latter implies a static, 
inescapable position, and similarly Sanders (1992) dislikes the term survivor as 
it restricts the individual to a certain category, possibly obscuring other aspects 
of their experience. The use of terminology and labelling is important to 
consider from a systemic viewpoint. For the purposes of clarity in this 
discussion, the term survivor will be employed, and the account is with 
reference to female survivors of sexual abuse, although it is recognised that 
abuse perpetrators and victims may be male or female.
Approach
Burnham ascribes to the level of approach those ideas, values and 
assumptions that orient practitioners to their work; including epistemology and 
theoretical frameworks. Assumptions at this level will therefore influence 
aspects of method and technique. In Post-Milan systemic culture there are a 
number of organising concepts. The epistemology is social constructionism; 
that is, reality is seen as socially constructed between people over time and 
there is a "multiverse" of possibilities rather than one universal truth (Mendez,
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Couddou and Maturana, 1988). The system is as an evolving one in which the 
problem creates the system rather than vice-versa and the so-called "problem 
determined system" (Anderson, Goolishian and Windermand, 1986) is brought 
forth in language (Anderson and Goolishian, 1988; Mendez et al 1988). As the 
problem and system are seen as constructed in language, narrative modes of 
thought are invoked rather than positivist, logico-scientific ones (White and 
Epston, 1990 ch.3). The problem is then that the stories have become too 
limiting and restrictive and the idea is that the problem determined system can 
be dissolved through the construction of a new story in language.
Ideas from the theory of the coordinated management of meaning (CMM) also 
inform current systemic thinking (Cronen, Johnson and Lannaman, 1982; 
Pearce and Cronen, 1980). Meaning and action are recursively linked and a 
change in meaning may affect behaviour as well as a change in behaviour 
affecting meaning, so there are possibilities for new stories lived and new 
stories told. Levels of meaning are hierarchically organised with each level 
forming the context for another; thus any event will have meaning for an 
individual in terms of their current relationships, family pattern, gender, culture 
and so on. The role of the therapist is to trigger "reflexivity" which is a 
reorganisation between levels of meaning (Tomm, 1987). The therapist is 
therefore seen as part of the system in which new stories are co-constructed 
(Anderson and Goolishian, 1988). The therapist adopts a stance of curiosity 
(Cecchin, 1987) and questions are preferred to statements.
Method
The level of method, as described by Burnham, includes the way activities are 
organised by the practitioner. In the spirit of multiversa, this may include the 
use of a reflecting team who, rather than remaining behind a two-way mirror as 
in earlier systemic work, participate in a reflective discussion which the client(s) 
is invited to listen to and comment on (Anderson, 1987). Alternatively, as the 
problem determined system is constructed in language, there may be an
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individual client rather than the traditional family approach, and a sole therapist 
rather than a team. Systemic work with survivors may therefore be undertaken 
as individual therapy, group therapy or therapy with the client and one or more 
other members of their system, which may or may not be their family; or in fact, 
any combination of these. Whichever protocol is followed, this will still usually 
include pre-session hypothesising about the client(s) and the problem, part of 
the original five-part session format proposed by the Milan team (Selvini 
Palazzoli et al, 1978).
Techniques
Techniques, according to Burnham, are any of the observable, countable, 
specific activities in which a practitioner engages. In systemic therapy there are 
a myriad techniques from a variety of therapeutic models which might be 
performed within the context of a systemic approach, but here I shall focus on 
one of the key systemic techniques: questioning. There are a number of 
different types of question that feature in systemic work which broadly fall into 
categories of lineal, circular, strategic and reflexive; each based on different 
assumptions, with different intentions and effects (Tomm, 1984; Tomm, 1988). 
Lineal questions may help establish the problem and the explanations for it 
within the system: they are "who" "what" "where" and "how" questions, whereas 
circular questions can help distinguish current patterns or connections between 
people, ideas, behaviours, feelings, attitudes and values. They help to identify 
who is affected and how in the current environment and what are the 
behavioural effects of certain contingencies. Strategic questions on the other 
hand assume the intention of a certain outcome on the part of the therapist and 
might be aimed at challenging the unhelpful thoughts or behaviours of the 
client, or at least, confronting the client with their limitations. Reflexive 
questions (Tomm, 1987), trigger reorganisation of levels of meaning and these 
include hypothetical questions, future-orientated questions or embedded 
suggestion questions.
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As well as asking questions, practitioners may summarise, make statements or 
have team discussions and so on. Everything that the therapist does is viewed 
as an intervention, and each intervention is guided by approach. However the 
relationship between approach, method and technique is recursive and 
Burnham notes that in the action performing new techniques this can lead to 
developments in thoughts about approach, so that practice informs theory as 
well as theory informing practice.
Common Assumptions About CSA
The systemic framework can help orient practitioners to work with survivors and 
to begin with this will be considered with respect to two common assumptions 
about CSA: first, that the long-term effects of CSA are negative; and secondly 
that survivors need to somehow "confront" their experiences in therapy.
There is now a wealth of research literature detailing the effects in adulthood of 
CSA (e.g. Cahill, Llewelyn and Pearson, 1991; Finkelhor, 1990). These 
findings come from research conducted from a positivist epistemology and 
therefore do not consider the meaning of the abuse or its effects for the 
individual. However, as previously mentioned, one of the notions of current 
systemic thinking is to suspend a universe of truths and objective realities in 
favour of a multiverse where a number of different stories or explanations are 
possible. Therefore CSA may have negative consequences in adulthood but 
equally it may not. In adopting a systemic framework, the practitioner avoids 
"bringing forth pathology" (Mendez et al, 1988), that is, unnecessarily 
constructing a problem in language. Sanders (1992) points out that although 
practitioners should not assume that there will be negative effects, there is a 
danger of joining with the client who is possibly denying the severity of abuse or 
shutting it out, and this must be considered. The point is to avoid pathologising 
an individual's experience rather than to collude with a denial or dismissal of 
someone's distress. The research findings on the effects of abuse as well as 
potential defense mechanisms may be used for hypothesizing about the client,
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but Jones (1991) suggests that the clinician must work with the "experienced 
effects of abuse" whatever the client identifies these to be and these will have a 
unique meaning for the client within their story.
The alternative to working with the experienced effects might be to work with 
the abuse itself. White (1995) comments that the theory of catharsis and 
cultural ideas about "facing-up" to difficult events means that clients are often 
encouraged to revisit their traumas which may be further damaging to them. He 
points out that accepting catharsis as a reality ignores the meaning of the abuse 
for the client and closes down other avenues of therapeutic work. Not only this, 
but in returning to the trauma, some aspects of the abusive situation are 
reproduced such as the removal of choice in the therapeutic situation. Once 
again this is not to deny the individual’s emotional experience of abuse, and 
White distinguishes between distress which is acceptable in therapy and re- 
traumatisation which is not. He believes: "There is no excuse for people to 
experience re-traumatisation within the context of therapy".
The Position of the Therapist
Current systemic therapy considers the therapist as part of the system, this is a 
corollary of what is known as the second order cybernetic perspective (e.g. 
Atkinson and Heath, 1990). The interaction between the therapist and client is 
as important as that between the client and other members of the problem 
determined system. Sanders (1992) explores a number of areas where aspects 
of the emotional interchange may be important in the relationship between the 
therapist and the client who has previously been abused. These include issues 
to do with interpersonal boundaries, trust and replication of an abusive 
relationship. The systemic therapist may have all these as hypotheses about 
how the therapeutic relationship may be co-constructed. These processes may 
include what psychodynamic therapists would call transference and 
countertransference, however the assumptions about these processes are 
fundamentally different. In psychodynamic psychotherapy a transferential
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relationship develops as a therapeutic reality which may be reflected back to 
the client, in the hope of promoting insight into "real" feelings or patterns of 
interaction established in the past and manifested in the present. In working 
systemically, as White (1995) describes, the therapist can assist clients to take 
a more active role in monitoring the effects of the expression of their 
experiences rather than leaving it to the authority of the therapist. In consulting 
more directly with the client about the process of therapy, the effects of 
therapeutic work and the limitations and possibilities associated with the 
dialogue, the client is empowered to co-construct a meaningful therapeutic story 
with the therapist as they go along.
Within the therapeutic conversation, the systemic therapist was traditionally 
guided by the principle of neutrality (Selvini Palazzoli, Boscolo, Cecchin and 
Prata, 1980), that is, the therapist is not prejudiced against or allied with any 
member of the system, and does not seek to blame anyone. McCarthy and 
Byrne (1988) in their paper about working with abused children and their 
families describe neutrality in terms of the "Fifth Province" from Irish mythology 
as an imaginary place, more like a exposition, where "things can detach 
themselves from all partisan and prejudiced connection". While this may be a 
helpful idea, some authors have noted that one of the key dilemmas for 
professionals working with this client group is how to retain a position of 
neutrality and constructionist ideas when positivist and legal considerations are 
paramount (Herington, 1990; Jones, 1991). Jones notes that some systemic 
therapists may find it hard to make a linear statement about blame and 
responsibility. It may be that adopting a position of “curiosity” (Cecchin, 1987) 
may be sufficient to resolve the dilemma of neutrality, however, in being curious 
it is unclear whether the therapist is really saying anything different about their 
position with respect to the abuse.
Maturana proposed a useful framework which has been described with 
reference to helping the systemic practitioner to coordinate these apparently
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conflicting ideas (Lang, Little and Cronen, 1990). In this conceptual framework, 
aspects of professional activity are ascribed to different “domains of action”. 
Legal, cultural and professional "truths" about issues such as CSA are ascribed 
to the “domain of production” where objective reality is accepted, whereas 
neutrality is ascribed to the “domain of explanations” where objectivity is in 
parenthesis and a multiverse can be entertained. The systemic practitioner is 
simultaneously operating in these domains, as well as many others, but in 
shifting awareness from one to the other s/he can both retain the neutrality or 
curiosity to promote creative thinking without losing sight of the context in which 
the therapeutic work is taking place, and the legal and cultural requirements of 
that context.
The Larger Systems
Jones (1991) notes that one of the important issues in working with adult 
survivors of CSA is how to balance the individual's private experience with the 
wider family and social context in which the abuse takes place, which she calls 
an "androcratic" society; that is, ruled by men rather than patriarchal which is 
ruled by the father. She notes how at first glance, Feminist ideas that "the 
personal is the political" might not seem to fit with systemic thought. However, 
Jones believes that feminist approaches are not incompatible with systemic 
therapy because in looking at socio-political aspects, one is really giving a 
large-systemic perspective on individual experience. As Sanders (1992) points 
out, understanding broader socio-political roots of abuse may relieve personal 
responsibility and help clients view their experiences differently. In terms of the 
CMM theory previously described, the therapeutic conversation would include 
other levels of meaning such as culture and gender and how the client's 
experience fits with those contexts.
Externalising the Problem
It has already been mentioned how the preferred mode of thought in systemic 
culture is that of the narrative. The use of the narrative metaphor has been 
described in a more structured therapeutic way by the approach of
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externalisation (White and Epston, 1990, ch.2). In using this approach the 
client is encouraged to identify the problem as something distinct from 
themselves, to objectify it and separate themselves and their relationships from 
it. In doing this, they are then free to struggle against something that is now 
“external” to themselves rather than struggling with something inherent within 
themselves, something for which they feel guilt and responsibility. Although this 
approach was initially employed with children with encopresis, White (1995) 
discusses its use with survivors of CSA. He proposes that the aspect to be 
externalised is often self-hate or self-loathing or whatever is the client's main 
relationship with the self. The process is then to elaborate how this self-hate 
affects their thoughts, feelings, relationships, and how it talks them into negative 
stories about themselves. Unique outcomes are identified in the past, present 
and projected future, and these are woven into a new story across time.
In using the narrative metaphor, White discusses how the dominant plots in 
such abused client's lives often concern guilt, unworthiness, that they deserved 
the abuse or that they could have stopped it. The therapeutic dialogue helps 
them to co-construct a reinterpretation of this as tyranny, exploitation and 
abuse. White proposes that as well as the specificity of the client's experience, 
this can be contextualised within cultural practices or relationships between 
men and women. (The importance of levels of context including culture and 
gender has already been mentioned with respect to the large system 
perspective). White stresses the importance of context for three reasons: first, 
so that clients can appreciate that they are not alone in their experiences; 
secondly, so that clients can recognise and interrupt family patterns; and thirdly 
so that they can see the political side to abuse rather than pathologising their 
own experience. This approach may include many different techniques in 
clinical practice but these are used in a strategic way in the sense that there is a 
goal to objectify the client's problem so that they can trace it's influence, 
consider unique outcomes where they have managed to fight, resist or
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otherwise triumph over their problem and re-author more positive stories about 
themselves.
The Reflecting Team
The reflecting team (Anderson, 1987) as described above, could be extremely 
helpful in therapy with abuse survivors both in terms of the organisation and the 
reflections of the team. To begin with, rather than having a team who operate 
in secret behind a screen which may be seen as persecutory by the survivor, 
the arrangement is a more open and direct one. The team, who may be in the 
room with the interviewing therapist may also reflect on the stories being 
constructed between the client and the therapist. They may comment on 
content or process so that the client and therapist are aware if their interaction 
is unhelpfully replicating aspects of an original abusive relationship. The team 
can also expand the repertoire of explanations in the conversation and in this 
way they may provide what Bateson (1980) calls "news of difference", 
perturbing the clients’ (and therapist’s) system of meanings so that they may be 
liberated to construct other interpretations of their experience. The team may 
positively connote or reframe aspects of the clients experience in a way that 
frees the client to talk about the previously unsaid.
Questions
Whether the therapeutic focus is to externalise the problem or to trigger 
reflexivity among levels of meaning so that the client can generate new ways of 
thinking and behaving, one of the key techniques in systemic work is 
questioning. With an attitude of respectful curiosity the therapist seeks to do a 
number of things, which may include: clarify the problem determined system; 
establish a commission; move up and down the clients hierarchy of organising 
contexts; trace patterns and offer various interventions.
Linear questions, as well as identifying perceived cause and effect 
relationships, may be used in a variety of ways. Tomm (1988) notes that a 
possible hazard with this type of question is that the client can become further
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embedded in a current unhelpful cause and effect story if they are encouraged 
to retell it as is often the case in a standard assessment interview. However, 
linear questions have other possibilities, and an example of the use of linear 
questioning with abuse survivors might be in working with the client to 
externalise the problem. White and Epston (1990 ch.2) talk about “mapping the 
influence of the problem”, that is, asking questions about how the (agreed) 
problem affects the client's relationships, behaviour, and so on. In asking 
survivors linear questions about how they were recruited into self-hate and what 
effect this self-hate has on different areas, they are already engaging in 
separating their lives and relationships from the problem. A circular question 
meanwhile might expand the areas of interaction and inquiry. For example, a 
question such as "How do you explain your observation that often people make 
jokes or refuse to believe it when issues concerning abuse appear on 
television?" might have the effect of expanding the conversation to the social 
and cultural context of abuse.
Categories of question are not mutually exclusive, and they may fall into 
different categories depending on their use. Within the broad category of 
reflexive questions, there are a number of different types. White (1995) 
describes the use of a hypothetical question with adult survivors when he asks 
them: "How do you imagine your life might have been if you'd had yourself a s a 
father/mother?". Such a question might call forth more positive qualities and 
strengths that they recognise in themselves rather than accept the negative 
version of their identity determined by an abusive parent. It may also highlight 
family patterns that they wish to stop with their own children. Other types of 
reflexive question include future orientated questions and embedded 
suggestion questions (Penn, 1985; Tomm, 1987). A future orientated question 
such as "Five years from now how would you like to look back on this time in 
your life?" might trigger a number of different processes for a client. It assumes 
a future for a client who might feel hopeless and prompts them to identify a goal 
which has implications for present commitments and behaviour. Future
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questions may also contain an embedded suggestion, Sanders (1992) 
describes such a question with survivors which is: "When you discover that 
there are some people who are trustworthy, how do you believe that will alter 
your relationship with your spouse?". This question both implies that the 
abused client's belief is temporary and forecasts that the client will hold a 
different belief at some point in the future which will have effects on the marital 
relationship. These are just a few examples of how questions can be used in 
different ways when working with adult survivors.
Conclusions
The systemic model offers a number of creative and innovative contributions for 
working with adult survivors of CSA at the level of approach, method and 
technique. The frame prompts a conceptual separation of the abuse and it's 
effects, it questions assumptions about the inevitability of negative effects, and 
the need to deal with the trauma itself in a cathartic way. Instead, it advocates 
an exploration of the experienced effects for the individual and the meaning of 
those effects for the client in the context of their relationships, life script, family 
pattern, sexual identity, culture and so on. Ideas about the nature of the 
therapeutic system mean that the therapists can hold in mind both an attitude of 
respectful curiosity, to encourage creative thinking, as well as a clear position 
that the sexual abuse of a child by an adult is wrong. The therapist(s) may 
organise the therapy according to a number of different protocols, but in each 
s/he is considered part of the system and the client is encouraged to actively 
participate in the construction of the meaning of the therapeutic dialogue rather 
than allow this to be determined by the therapist. Through this dialogue the 
therapist, informed by an epistemology of social constructionism, facilitates 
shifts in action or meaning. In this way there can be new stories lived or new 
stories told.
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Summary of the Clinical Section
This section contains the placement contracts for the four core clinical 
placements and two specialist placements undertaken over the three years 
training. A selection of five formal clinical case reports has been submitted in 
full in a confidential clinical volume, also containing a full record of all clinical 
activity log books and supervisor evaluations. A summary of each of those 
case reports is provided here. The case reports have been chosen to reflect 
the variety of clinical work across the placements and describe individual adult 
therapy, creative therapeutic work with a child, a group project, a staff 
consultation and a psychometric assessment. All client names and identifiers 
have been changed or removed to preserve confidentiality.
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Adult Mental Health Core Placement Summary
Location:
Dates:
Main Supervisor: 
Co-Supervisor:
Hampton Community Mental Health 
The Maddison Clinic, Teddington, Middlesex 
October 1994 to May 1995 
Annabel Poate 
Heather Mayes
Departmental Base: Queen Mary’s University Hospital, Roehampton
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AMH Placement Contract
Adult Mental Health Placement Contract
Richmond Twickenham and Roehampton Healthcare NHS Trust
Aims
1. To provide experience of working with a range of clients referred to Adult 
Services.
2. To provide some knowledge and experience of appropriate assessments 
and interventions.
3. To provide experience of a variety of service settings.
Client Contact
1. To work with at least 10 clients from a broad age range including at least one 
client from young adult, middle adult and later ages up to 65 and at least one 
client from another ethnic group.
2. To work with individuals suffering from anxiety disorder (including panic 
attacks and phobia), depression, OCD, eating disorder, sexual and marital 
problems and childhood abuse.
3. To have some experience working with clients with long-term disabilities and 
psychosis.
Assessment Procedures
1. To learn and use appropriate interviewing skills.
2. To use standardised assessments and rating scales e.g. BDI, WAIS-R.
Therapies
1. To learn and use Cognitive Behavioural Therapy
2. To gain knowledge and skills in other psychological interventions such as 
counselling and brief psychodynamic psychotherapy.
3. To have some involvement in group work.
74
AMH Placement Contract
Multidisciplinary Team Work
1. To participate in weekly team meetings
2. To do joint work/observations with other professionals such as CPNs, 
Psychiatrists, Social workers.
Experience in Other Settings
1. To attend a weekly inpatient ward round.
2. To work with inpatients as appropriate.
3. To undertake one session of Direct Access work in a community clinic
4. To visit community facilities.
Departmental Activities
1. To participate in Departmental and Specialty meetings.
2. To participate in monthly clinical seminars and present one case for 
discussion.
Supervision
1. Two hours per week with Annabel Poate, main supervisor.
2. One hour per week with Heather Mayes to supervise Direct Access work.
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Adult Mental Health Case Report Summary: Cognitive Therapy 
for Depression
A 28 year old man, Mr X, was referred for psychological treatment for 
depression within a community mental health team. At assessment he had a 
Beck Depression Inventory (BDI) score of 29 indicating that he was severely 
depressed. He reported a lack of motivation, a loss of interest in sex and 
hypersomnia. He had many negative thoughts about himself and he was 
troubled by thoughts of his childhood during which he had been physically 
abused by his father.
His difficulties were formulated both from a cognitive and a psychodynamic 
perspective, but the intervention was based on the cognitive formulation. Mr X 
had a number of core beliefs about himself such as “I am unlovable” and “I am 
hideous” that developed when he experienced paternal antipathy and physical 
abuse in childhood. They were reinforced by later experiences when he was 
bullied at school as an adolescent and left by his long-term girlfriend in young 
adulthood. The trigger for his current symptoms was seen as an imminent visit 
to his parent’s home for the first time in two years and decisions that he had to 
make about his future career.
The original treatment plan was to focus on Mr X’s negative automatic thoughts 
(NATs) and dysfunctional assumptions, but it became evident that many of his 
NATs were also core beliefs and a schema focused approach was taken. 
Some time was also spent exploring Mr X’s feelings about his early adverse 
experiences and process issues in therapy were addressed.
Treatment ended with a planned discharge at which time Mr X had a BDI score 
of 7 (not depressed). The strengths and weaknesses of this work are 
discussed.
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Learning Disabilities Core Placement Summary
Location: Support Team For Adults with Learning Disabilities,
Rochester, Kent 
Dates: May 1995 to November 1995
Supervisor: Stephanie Wood
Departmental Base: All Saints Hospital, Chatham, Kent
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Learning Disabilities Placement Contract
North Kent Healthcare NHS Trust
Support Team For Adults with Learning Disabilities
1. To undertake client work with a maximum of 10 clients, with at least one from 
each of the four age groups and one from each ability group. The work will 
incorporate formal or structured assessments (see below). Interventions will 
include behavioural work to increase skills and reduce challenging behaviour 
and counselling/psychotherapy.
2. To administer the WAIS-R, Leiter, BPVS, SACS, Vineland, Functional 
Performance Record, Behaviour Assessment Battery and other tests as 
appropriate.
3. To undertake a functional analysis with one client with problem behaviour.
4. To take a prime role in the development and running of one group for 
assertiveness/advocacy.
5. To provide at least one teaching session.
6. To participate in team, specialty, SIG and client review meetings.
7. To participate in training events as available and appropriate.
8. To get acquainted with different services in the area through observations, 
visits, client involvement and supervision.
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Learning Disabilities Case Report Summary: An Assertiveness 
Group
A request was made by a local social and educational centre to provide 
assertiveness training for seven clients. A group was designed to focus on the 
four key elements of assertiveness: feeling good about yourself; speaking up for 
yourself; staying calm; and listening to others. A fourth component, “making a 
deal” was added to address situations that realistically call for compromise. It 
was hypothesised that each of the clients had a skills deficit in one or more of 
these components, leading them to a position of passive acceptance of 
situations and/or aggressive outbursts. Each client's difficulties (as described 
by their keyworker) could be formulated in these terms.
Pre-group questionnaires were used to identify situations that group members 
found difficult and they were rated according to the size of the problem. A 
programme of six sessions was devised and this was broadly adhered to, 
allowing for modifications based on issues arising in the group. Full use was 
made of Makaton symbols on posters and audio visual equipment. Feedback 
was requested from members at the end of each group in a non-threatening 
way.
At the last session of the group, certificates of achievement were awarded and 
clients were given a souvenir handbook covering the key points. The original 
questionnaires were completed again by clients as a post-group measure. This 
revealed that all clients showed a reduction in the number of situations rated as 
a “big problem”. The group programme is critically evaluated.
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Child and Adolescent Core Placement Summary
Location: Department of Child and Family Psychological Medicine
St Peter’s Hospital, Chertsey, Surrey 
Dates: November 1995 to April 1996
Supervisor: Bruce Holroyd
Departmental Base: Elmside, Surbiton, Surrey
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Child and Adolescent Placement Contract
St Peter's Hospital 
Clients
Approximately 10 clients across the age span covering pre-school, middle 
childhood and adolescence. This will include direct and indirect experience and 
work with a child/family from a different ethnic group.
Assessments
3 assessments will be conducted using intelligence tests and tests of 
development. Knowledge and practice with tests not used for formal 
assessments with other clients will be gained via test seminars or observation.
Other assessment procedures will include: using a structured developmental 
schedule to take a history; observational assessment using a structured format 
and record forms in order to do a behavioural analysis; drawing up a 
geneogram.
Treatment
Direct client work will include behavioural treatments, cognitive-behavioural 
interventions and work with families.
Either direct/indirect work will involve family therapy and work with children with 
long-term difficulties.
Service/Organisational Issues
Familiarity with local services and procedures will be gained through visits, 
interviews with other professionals and participation in team, specialty, 
departmental and SIG meetings.
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Models
Development of a working knowledge of psychodynamic, cognitive and 
systemic models within a child/family context.
Particular Interests
1. To conduct a small research project investigating the emergency service.
2. To spend some supervision time considering psychodynamic aspects of 
particular cases.
3. To observe family therapy sessions.
4. To give one departmental presentation.
5. One treatment case to include individual creative therapy work
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Child and Adolescent Case Report Summary: Externalisation 
Approach for Obsessive Compulsive Disorder
A nine year old boy, “David” was referred by his G.P for management of his 
obsessive-compulsive behaviour. He and his family were assessed and a 
telephone interview was conducted with his school teacher. David reported 
many “weird habits” ranging from blinking and swallowing a certain number of 
times through to more disruptive rituals like aligning his arms and legs and 
turning his head. He had insight into his difficulties and was distressed by the 
behaviours, which he performed almost continually. His parents said he was 
often distracted with the rituals when crossing the road or riding his bicycle and 
they were becoming increasingly concerned about his safety.
In terms of formulation, no trigger could be identified for David’s difficulties, but 
a maintenance cycle was clear. David’s parents did not seem to recognise that 
he might ever be worried about anything and he, for his part, did not give them 
any signs of this. The result may have been that his anxieties were not 
adequately contained by his parents, so the worries were expressed as habits, 
thus eliciting even less support and positive feedback from the family. 
Consequently, he was left even more isolated and worried, and the cycle of 
habits and annoyance continued while his worries were bypassed. David then 
felt hopeless to stop his behaviour.
David’s parents were seen by a colleague for psychoeducation, with the aim of 
increasing their understanding so that they were less blaming of him. 
Meanwhile, I met with David employing an externalisation approach. He was 
encouraged to see “the habits” as something separate from himself that he 
could fight. Furthermore, he could engage friends and family in “the battles”.
Outcome was measured by David’s pictorial representations of the habits pre 
and post treatment. The positive outcome he reported was consistent with his
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parents’ view that there had been improvements, although some habits were 
still present. The treatment programme is evaluated.
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Older Adult Core Placement Summary
Location: Elmside, Surbiton Hospital, Surrey
Dates: May 1996 to October 1996
Supervisor: Catherine Dooley
Departmental Base: Elmside, Surbiton, Surrey
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Older Adult Placement Contract
Aims and Objectives
• To gain an overview of the services available for Older Adults in the Kingston 
District and an understanding of how these fit together to form an 
organisation.
• To gain an understanding of the role of the Clinical Psychologist in providing 
services for older adults, and how this differs from other professionals.
• To have experience of working in a variety of work settings, with a range of 
client groups and problems, and to develop skills and approaches when 
carrying out interventions e.g. networking, liaising with other professionals, 
family therapy, marital work, behaviour modification, personal construct 
theory, bereavement counselling etc.
• To undertake an area of service development/project work/training.
Clients
Approximately 10 clients with both functional and organic conditions. This will 
include work with individuals, couples, and families.
Treatment
Both direct and indirect client work will be undertaken. This will include 
behavioural and cognitive interventions as well as verbally based 
psychotherapeutic work, indirect consultative work and one intervention 
designed specifically for older people.
Assessments
3 assessments will be conducted using tests including WAIS-R, CAMDEX mini 
mental state, AMIPB, HADS and repertory grids. One client will be assessed to 
write up formally as a case report.
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Teaching/Presentations
A group involving Action Learning will be organised for a multidisciplinary group. 
A workshop about emotional care in chronic illness will be organised for staff on 
inpatient wards.
Service/Organisational issues
Familiarity with local services and procedures will be gained through visits, 
interviews with other professionals and participation in specialty, departmental 
and SIG meetings.
Personal Goals
To practice formulating cases from different models in a more formal way. 
Although the work may be integrative, to identify more explicitly which ideas and 
strategies are being employed from different models and the rationale behind 
this.
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Older Adult Case Report Summary: Assessment for Dementia
A 66 year old woman, Mrs B, was referred by a neurologist for psychometric 
assessment, as he suspected she was suffering from early onset dementia. 
She had reported some problems with memory and concentration, although a 
recent C.T scan had shown no abnormalities. The client lived outside the 
Trust’s area of coverage but was seen under a contractual agreement.
Mrs B initially attended an assessment interview with her husband. They both 
reported a number of problems in her everyday functioning including: poor 
memory for recent events; word finding difficulties; difficulties with 
concentration; problems recognising acquaintances; and an exaggeration of 
personality traits. Significant aspects of Mrs B’s medical and family history 
were: a family history of dementia; a seizure marking the onset of her 
difficulties; and long-term renal dialysis, which has been associated with 
dementia where the water used contains aluminium oxide. There was no 
evidence of a functional illness.
Mrs B was assessed using the MEAMS, WAIS-R, MART and two subtests of 
the AMIPB. The results showed that although Mrs B was functioning within the 
average range for her age, her expected functioning was in the high average 
range, given estimates of her pre-morbid functioning. She appeared to have a 
global impairment of functioning with insidious onset which was likely to be 
progressive, although this could have been confirmed by testing six to twelve 
months later using this assessment as a baseline measure.
The results were fed back to Mr and Mrs B, reading material was recommended 
and a referral agreed to their local services to review the situation and offer 
ongoing support and advice. A report was sent to the neurologist who would 
ultimately provide the final diagnosis for the couple. The limitations of this work 
are discussed.
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Systemic Social Constructionist Consultation Specialist 
Placement Summary
Location: Newland House, Oak Lane, Twickenham, Middlesex
Dates: October 1996 to April 1997
Supervisor: Karen Partridge
Departmental Base: Queen Mary’s University Hospital, Roehampton, SW15
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Systemic Social Constructionist Consultation Placement 
Contract
Richmond, Twickenham and Roehampton Healthcare NHS Trust
Aims
1. To achieve a comprehensive understanding of systemic theory and the 
process of systemic social constructionist consultation.
2. To develop skills working in this way with adults, both as a main therapist 
and as a member of the reflecting team.
3. To gain experience of systemic work with individuals, couples, families and 
staff.
4. To experience the application of systemic work in different settings.
5. To develop an understanding of organisational changes and their 
consequences in the local context.
Structure
• A minimum of 60 clinical days between October and April.
• Days on placement to be Wednesday, Thursday and Friday.
• To be based at Newland House but undertake additional work at Queen
Mary's University Hospital (QMUH) and the Maddison Centre.
Organisation of the Placement
1. To participate in a weekly systemic group with other Psychologists to discuss 
a journal article and review client work.
2. To read recommended literature as appropriate.
3. To see a minimum of 10 clients.
4. To be the main therapist in at least 3 cases and (a member of) the reflecting 
team in at least 5 others.
5. To see at least one client without a team.
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6. To audio/video tape client work for supervision.
7. To see clients in young, middle and older adulthood with a variety of referral 
problems including depression, anxiety, personality disorder, marital and 
family problems.
8. To participate in systemic consultation with colleagues.
9. To participate in a monthly systemic group with members of the CMHT.
10.Client work to include outpatients at Newland House, inpatient work at 
QMUH, day hospital clients at the Maddison centre and families with young 
children at QMUH.
11.To participate in monthly clinical seminars in the Psychology department.
12.To participate in departmental, adult mental health and CMHT meetings.
Supervision
To facilitate expansion and integration of knowledge and skills in systemic work.
To have two alternative models of supervision:
1. To set an agenda, discuss clinical work and organisational issues, to provide 
feedback on clinical skills and provide guidance on appropriate reading.
2. To have a systemic consultation to address particular issues.
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Systemic Social Constructionist Consultation Case Report: 
Consultation with members of a CMHT
Several members of a community mental health team (CMHT) were involved in 
the management of a residential project housing three clients. There were a 
number of problems with the residents and the staff disagreed about whether or 
not the housing project should continue. This had resulted in a hostile 
atmosphere and an absence of discussion and co-ordination within the team. A 
care manager requested help from Psychology in managing the house and it’s 
residents.
Psychology input was at the level of staff consultation and a social 
constructionist systemic approach was taken. A number of hypotheses were 
generated, but formulation and intervention were seen as co-evolving during the 
consultation. The focus was on the staff members’ different constructions of the 
house and the problem. Each was seen to have a different view of the 
problem, based on their professional identity and their construction of the 
housing project. Each person also had a different position within the team, but 
all seemed to share the unhelpful belief that the team should not disagree.
The first intervention was a reflective discussion at a team meeting and the 
second intervention comprised individual semi-structured interviews with the 
two staff members who were most involved in the house. The broad aims of 
these interventions were to promote reflexive thought, to emphasise the 
influence of professional rather than personal identity and to address how each 
person’s view of the house (for example as a home for life or short-term 
accommodation) affected their view of the problem.
Two months after the consultation the team were managing to co-ordinate 
themselves to deal with the residential project. Although there were still 
difficulties and uncertainties with respect to the house and its residents, there
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was no longer a sense of urgency and hostility around the management of the 
project. No formal outcome measures were employed, but the reactions and 
comments of team members are described and the strengths and weaknesses 
of the consultation are discussed.
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Brief Psychodynamic Psychotherapy Specialist Placement 
Summary
Department of Psychology, Sutton Hospital, Surrey 
April 1997 to September 1997 
David Sperlinger 
Sutton Hospital
Location:
Dates:
Supervisor: 
Departmental Base:
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Brief Psychodynamic Psychotherapy Placement Contract
The St. Helier NHS Trust
Aims
To develop knowledge and skills in brief Psychodynamic Psychotherapy
working with individuals and groups.
Structure
1. To see four outpatients for ongoing Psychotherapy lasting between four and 
six months.
2. To see at least one inpatient for individual work.
3. To participate in a weekly Family Therapy clinic, seeing families both as main 
therapist and a member of the family therapy team.
4. To act as co-therapist in a weekly creative therapies group for inpatients.
5. To participate in a weekly community group attended by inpatients and staff.
6. To observe assessment in the Psychotherapy department and visit the local 
therapeutic community.
Supervision
1. To focus on individual client work. To tape each session with one client and 
use tapes fortnightly for more detailed discussion. To regularly discuss all 
other individual clients.
2. To focus on group work and any other issues arising out of clinical work.
3. To identify and carry out appropriate reading.
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Summary of the Research Section
This section contains three research components completed over three years. 
The first component is a literature review from Year I covering the broad topic 
area of the adult consequences of childhood abuse. This theme is continued in 
the large scale research project which was completed in Year III and focuses on 
retrospective reports of abuse and adverse experience in patients with 
Schizophrenia. The small scale research project, completed in Year II is 
concerned with a different topic area, that of child and adolescent self-harm. 
This research was conducted in the context of a placement and so the 
implications for service provision are considered as well as theoretical aspects.
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Literature Review: The Long-Term Psychological 
Consequences Of Childhood Physical And Sexual Abuse
Definitions
Definitions of abuse vary according to the nature of inquiry. Therapeutically the 
client's experience of something as being abusive may be the defining 
characteristic. However, for research and forensic purposes clearer definitions 
are required. In the Department of Health statistics for social service registers, 
consistent with the literature, abuse is divided into four categories: emotional, 
physical, sexual and neglect. Emotional abuse refers to mental cruelty and 
neglect refers to health and safety problems including accidental injury, care, 
cleanliness and nutrition rather than purposeful acts of abuse (Gillham, 1994). 
Although it is probable that physical and sexual abuse do not occur in isolation, 
and this issue will be explored later (see Mediating Factors), it is with these 
types of abuse that we are concerned in this review.
Definitions of physical and sexual abuse vary in the literature and more will be 
said about the problems associated with this in a later section (see 
Methodological Considerations). Despite these variations, definitions of 
physical abuse generally refer to acts of commission by an adult that involve 
non-accidental injury, harm or endangerment to the child (eg. Kelly, 1983; 
NCCAN, 1988: cited in Malinosky-Rummel and Hansen, 1993).
Widely employed definitions of sexual abuse include that of Kempe and Kempe 
(1978): "The involvement of dependent, developmentally immature children and 
adolescents in sexual activities they do not truly comprehend to which they are 
unable to give informed consent, or that violate the social taboos of family 
roles". Other definitions may encompass physical contact and often non- 
contact experiences with a relative or non-relative perpetrator at least five years 
older than the victim (Cahill Llewelyn and Pearson, 1991). As with physical
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abuse, operational definitions may vary in the literature and it is important to 
bear this in mind when attempting to compare studies.
In the following section there is a brief summary of the long-term consequences 
of both childhood physical and sexual abuse. Subsequently there is a 
discussion of factors mediating these effects and methodological considerations 
relevant to the abuse literature. For these later sections, there will be no overall 
distinction between physical and sexual abuse as many of the issues are 
relevant to both types of maltreatment. Particular studies or models will be 
related to the relevant type of abuse where appropriate.
Long-Term Effects of Physical Abuse
Although there has been a great deal more work in relation to sexual abuse, 
childhood physical abuse (CPA) has been associated with a number of adult 
psychological problems. For convenience here they will be divided into 
"emotional" and "behavioural" problems based on presenting rather than 
underlying difficulties.
Emotional Problems
High rates of self-reported childhood maltreatment have been found among 
adult psychiatric inpatients (Bryer, Nelson, Miller and Krol, 1987; Carmen, 
Reiker and Mills, 1984; Jacobson and Richardson, 1987). Furthermore patients 
with a history of abuse experience more severe symptomatology (Bryer et al, 
1987). Goff, Botman, Kindlon et al (1991) found that fifty per cent of a sample 
of chronically psychotic patients had been abused. The abused patients had a 
lower age at onset, a higher relapse rate and more dissociative experiences. 
Greenfield, Strakowski, Tohen et al (1994) found that fifty three per cent of a 
sample of psychotic patients had been abused in childhood and that abused 
patients experienced more dissociative symptoms. Although abuse did not 
relate to speed of recovery in these patients with first episode psychosis, the 
authors suggested that abuse may contribute to the long-term course of the 
illness in some patients. One methodological difficulty with these studies is that
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the authors do not distinguish between the effects of physical and sexual 
abuse, therefore no conclusions can be drawn about the differential effects of 
different types of abuse. It is also difficult to separate the effects of abuse from 
other adverse family factors and this will be returned to later (see Mediating 
Factors). Nevertheless, bearing in mind stress-vulnerability models of psychotic 
illness (eg. Zubin and Spring, 1977), it seems likely that abuse may be a 
contributory stressor in the development and course of some cases of 
psychosis.
In non-clinical samples emotional consequences of CPA have been noted. 
Briere and Runtz (1988) found a positive correlation between rates of reported 
physical and psychological abuse in childhood and adult anxiety, hostility, 
paranoid ideation, psychoticism and dissociation. Once again there is 
contamination of the results by the presence of more than one type of abuse 
and this needs to be controlled for in future studies. Other studies have noted a 
relationship between childhood physical abuse and adult depression (Holmes 
and Robins, 1988) and bulimia (Bailey and Gibbons, 1989). Andrews, 
Valentine and Valentine (1995) in their community survey of two generations of 
women, found that CPA was associated with depression in mothers and bulimia 
in their daughters; suggesting that the effects of abuse could be mediated by 
age.
More research is needed in order to separate the possible effects of physical, 
emotional and sexual abuse and to ascertain the unique contribution of physical 
abuse to later emotional problems. However, the evidence so far seems to 
suggest an association between physical maltreatment in childhood and later 
emotional difficulties in both clinical and non-clinical samples.
Behavioural Problems
In their detailed review, Malinosky-Rummell and Hansen (1993) note that CPA 
may lead to adult aggression, substance abuse and self-injury.
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With regard to aggression, they review a number of studies and conclude that 
childhood maltreatment is linked to adolescent violence towards family and non­
family members and violence towards children in clinical and forensic samples. 
In non-clinical samples, an association has been found between childhood 
abuse and both dating and marital violence (see Malinosky-Rummel and 
Hansen, 1993 for a full review).
Adolescent and adult substance abusers report higher rates of childhood 
physical abuse than the general population (Cavaiola and Schiff, 1988; 
Schaeffer et al, 1988: cited in Malinosky-Rummel and Hansen, 1993). 
Furthermore, physically abused inpatients had higher rates of alcohol and drug 
abuse histories than non-abused patients (Brown and Anderson, 1991). 
However, one limitation in all these studies is that there is no control for parental 
substance abuse, including alcoholism, therefore we cannot be certain of the 
extent abuse histories alone contribute to later substance abuse.
Turning to self-injurious behaviour, adolescents and adult inpatients who were 
abused in childhood, engage in more suicidal ideation and parasuicide than 
non-abused controls (Bryer et al, 1987; Cavaiola and Schiff, 1988; Deykin et al, 
1985; Yesavage and Widrow, 1985: cited in Malinosky-Rummell and Hansen, 
1993). In non-clinical samples an association has been found between 
childhood maltreatment and suicidal ideation in female college students (Briere 
and Runtz, 1988).
In conclusion, although these difficulties may be related to underlying 
depression, anxiety or other emotional problems, the ostensibly behavioural 
problems of substance abuse, aggressive behaviour and self-injurious 
behaviour are related to a history of childhood physical abuse in both clinical 
and non-clinical samples.
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Long-Term Effects of Sexual Abuse
There is an ever-expanding literature linking childhood sexual abuse (CSA) with 
a number of unpleasant adult psychological consequences. Studies involve 
clinical samples as well as community surveys and employ a wide variety of 
measures.
Emotional Consequences
Of the more consistent findings, sexual abuse in childhood has been associated 
with depression (eg. Bifulco, Browne and Adler, 1991; Browne and Finkelhor, 
1986; Mullen, Martin, Anderson et al, 1992), low self-esteem (Bagley and 
Ramsay, 1986; Courtois, 1979; Herman and Hirschman, 1981), anxiety (Briere, 
1984; Gelinas, 1983: cited in Gorcey, Santiago and McCall-Perez, 1986), 
sexual problems (Brown and Finkelhor, 1986), guilt (Finkelhor 1986; 
MacFarlane and Waterman, 1986) and multiple personality disorder (Putnam, 
Saroff, Silberman et al, 1986).
The relationship between CSA and eating disorders remains unclear. Some 
studies have found an association (eg. Goldfarb, 1987; Oppenheimer, Howells, 
Palmer et^aly11985; Palmer, Oppenheimer, Oignon et al, 1980), and some 
studies indicate the relationship is particular to bulimia (Andrews et al, 1995; 
Waller, 1991). In the study by Andrews et al involving two generations of 
women, the relationship appears to be more complex. As well as the findings 
already mentioned with regard to physical abuse, they found that sexual abuse 
was related to recurrent and chronic depression in the mothers and bulimia in 
the daughters. Other authors have found no differences between patients with 
eating disorders and those with other psychological problems (Finn, Hartmann, 
Leon et al, 1986; Steiger and Zanko, 1990), and some have concluded there is 
no evidence for a link between abuse and eating disorders (eg. Pope and 
Hudson, 1991). This debate has led some researchers to conclude that abuse 
does not predispose an individual to eating disorders as such, but that it might 
affect the nature of eating disorders that develop for other reasons (Waller,
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1991) or that abuse is a risk factor for psychiatric disorder in general but not 
specific to bulimia or relevant in most cases of the disorder (Finn et al, 1986; 
Welch and Fairburn, 1994). Waller (1991) suggests that some of the discordant 
findings may be due to varying definitions of sexual abuse, methods of 
assessment and a paucity of literature specifying the precise links between 
different types of abuse and particular forms of psychopathology. These issues 
will be discussed further in a later section with regard to the field as a whole 
(see Methodological Considerations).
More recent findings that warrant further investigation have found apparently 
high rates of self-reported sexual abuse in clients with borderline personality 
disorder (Lobel, 1992), and psychotic illness (Beck and van der Kolk, 1987; Goff 
et al, 1991). The main weakness in these studies is that they do not contain 
comparison groups, so it is uncertain whether rates of abuse are higher in this 
sample than in non-clinical groups. Further systematic investigation is needed 
with adequate controls to clarify the relationships.
Behavioural Consequences
As with physical abuse, some similar and ostensibly behavioural consequences 
have been linked to CSA. These include substance abuse involving both drugs 
and alcohol (Browne and Finkelhor, 1986; Mullen et al, 1993; Stein, Golding, 
Siegel et al, 1988; Winfield, George, Swartz et al, 1990), prostitution (Silbert 
and Pines, 1981) and suicidal behaviour (Mullen et al, 1993).
Mediating Factors
Childhood physical and sexual abuse have been linked to later 
psychopathology in what Briere (1992) calls a "first wave" of research. A wide 
range of psychological difficulties have been suggested as possible sequelae of 
childhood maltreatment, but not all those who are abused experience long-term 
difficulty. Finkelhor (1990) proposes that one third of all victims of CSA have no 
symptoms in adulthood. As the link between abuse and later problems is not a
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direct causal one, and given the variety of symptomatology, the factors 
mediating the long-term effects of abuse need to be carefully considered.
Maltreatment Variables
With regard to maltreatment variables in sexual abuse, it has been found that 
abuse perpetrated by the father, involving intercourse and the use of force, is 
associated with more severe symptomatology (Browne and Finkelhor, 1986). 
The reaction of significant others to disclosure may also affect later adjustment 
(Conte and Schuerman, 1987; Everson, Hunter, Runyon et al, 1989). In studies 
of physical abuse there has been no specific investigation of the abuse 
variables such as perpetrator or type of abuse that is associated with greater 
psychological damage, although it would be hypothesised that the greater the 
severity of abuse, the worse the adult adjustment.
Physical, sexual and emotional abuse often occur together (Briere and Runtz, 
1990) and it has already been mentioned that some studies do not inquire or 
distinguish the relative contributions of each type of abuse to later 
psychopathology. Moeller, Bachman and Moeller (1993) examined the effects 
of abuse in middle class women attending a gynaecological clinic and found 
that the more types of childhood abuse experienced, the greater the number of 
physical and psychological problems in adult life, as well as an increased 
likelihood of having been abused as an adult. This echoes previous findings 
(Giovannoni and Becerra, 1979).
Neglect, the fourth category of abuse previously mentioned, may also play a 
part in adult consequences: that is, there may be a significant long-term impact 
from acts of omission as well as acts of commission. Lack of care from a parent 
as well as abuse has been related to adult depression (Bifulco et al, 1991) and 
being physically abused as a child is associated with low care and parental 
neglect (Andrews and Brown, 1988). Findings such as these have led Mullen et 
al (1993) to conclude that the effects of abuse cannot be studied out of context
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of the "matrix of adverse family, social and interpersonal experiences which 
increase the individual's vulnerability to psychiatric disorders". As commented 
previously, future investigations need to clearly identify the relative contributions 
of different types of abuse and the nature and impact of their interactions.
Individual Characteristics
Most studies of CSA have concentrated on female participants. There has 
been relatively little research looking at the long-term consequences of abuse 
on male victims. What research there has been suggests that self-reported 
symptomatology is very similar to that reported by women. Briere, Evans, 
Runtz and Wall (1988) studied a clinical sample and found significant 
differences between abused subjects and non-abused controls but no 
differences between abused men and women on measures of anxiety, 
depression, anger, sleep disorder and dissociation. In a non-clinical sample, it 
has been found that there were few differences between abused male and 
female college students on reported depression, sleep problems, post-traumatic 
symptoms, low self-esteem, suicidal ideation, drug use and sexual problems. 
However, all abused subjects scored more highly on these measures in relation 
to non-abused controls (Urquiza and Crowley, 1986: cited in Finkelhor, 1990).
Despite some apparent similarities across the sexes, gender of the victim 
seems to be an important mediating variable with regard to later aggression. 
Some studies of clinical samples have found that physically abused men exhibit 
violent behaviour more than abused women (Carmen et al, 1984; Mills, Rieker 
and Carmen, 1984). Abused women were more likely to engage in self- 
injurious behaviour. However, in these studies no significance tests were 
conducted and there was no control for other variables. In non-clinical samples 
childhood physical abuse in men led to perpetrating dating violence but in 
women it predicted being a victim of violence (Marshall and Rose, 1988; 1990). 
Other studies have found that CPA predicted reception and perpetration of 
dating violence in women but not in men (Siegelman, Berry and Wiles, 1984).
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With regard to sexual abuse it seems that women are at greater risk of later 
victimisation than non-abused women (Briere, 1984; cited in Browne and 
Finkelhor, 1986) but little is known about the later risk for men. Findings that 
sexually abused men are more likely to have sexual fantasies involving children 
than abused women or non-abused men (Urquiza and Crowley, 1986; cited in 
Finkelhor, 1990) would seem to support the suggestion that male victims may 
be more at risk of becoming offenders themselves. Clearly this is an interesting 
area for future research but results are so far inconclusive.
There has been a small amount of research looking at biological and cognitive 
factors in the individual as mediating variables. In the former area it has been 
proposed that certain types of central nervous system injury may contribute to 
violence (Lewis, Mallough and Webb 1989; Lewis, Moy, Jackson et al, 1985). 
With regard to cognitive factors, Zimrin (1986) found that those classified as 
“survivors” on the basis of academic achievement, symptomatology and so on, 
had higher cognitive abilities. Dodge, Bates and Pettit (1990) and Weiss, 
Dodge, Bates and Pettit (1992) demonstrated how the effects of abuse on later 
childhood aggression were possibly mediated by social information processing. 
For example, abuse could lead to hostile attributional style and a preference for 
aggressive responses in social problem solving. The effects of childhood abuse 
may be mitigated by cognitive resources or exacerbated by maladaptive 
cognitive styles but the processes involved have yet to be demonstrated 
satisfactorily in empirical studies.
Family Stress and Parental Characteristics
In terms of family characteristics in abuse cases, parents of abused children 
report a higher number of life changes than non-abusive parents (Burgess and 
Conger, 1977; Straus, 1980). Parents of abused children experience higher 
levels of self-reported depression (Kurtz, Gaudin, Mowing and Wodarski, 1993) 
and maternal depression has been associated with child abuse and neglect in 
various studies (Mash, Johnston and Kovitz, 1983) (Zuravin, 1988: cited in
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Kurtz et al, 1993). Higher rates of parental substance abuse and psychiatric 
illness have been demonstrated in abusive families (Brown and Anderson, 
1991; Carmen et al, 1984). Kurtz et al (1993) conclude that these factors may 
contribute to the likelihood of abusive parenting. Additionally, these might affect 
the type and severity of abuse perpetrated and subsequent support if the 
abused child discloses. Other familial relationships may also affect long-term 
consequences. It has been found that marital conflict and violence has been 
associated with a number of psychological and behavioural consequences in 
adult offspring. These include violence (Kalmuss, 1983; Yesavage, Becker, 
Werner et al, 1983) and suicidal behaviour (Yesavage and Widrow, 1985).
Given the characteristics of some abusive families and the finding that abuse 
often occurs along with general family dysfunction (Alexander and Lupfer, 
1987), it has been suggested that another variable, family dynamics, is 
responsible for the long-term consequences rather than abuse per se. It seems 
unlikely that the role of abuse can be dismissed quite so easily, but many 
authors have suggested that abuse cannot be considered in isolation. For 
example, Bentovim (1988) emphasises the role of family factors in childhood 
sexual abuse and the nature of the family as a system rather than a series of 
linear relationships. Likewise Smolak, Levine and Sullins (1990) consider that 
family dynamics explain a large part of the variance of adult eating disorders. 
Other researchers have been more specific in attempting to explain how 
disruptions in caregiver-child relationships may help us understand how abusive 
experiences affect adult mental health and this will be discussed later (see 
Effects of Abuse: Models).
Socio Economic Status (SES)
The relationship between SES and childhood abuse is a complex one. There 
has been much argument about how it relates to factors implicated in the 
aetiology of abuse and how these may mediate the long-term effects. Many 
studies have shown that abuse is more common in lower SES families (eg.
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Gabarino, 1977; National Center for Child Abuse and Neglect, 1988; Straus and 
Gelles, 1986: cited in Trickett, Aber, Carlson and Cicchetti, 1991). Radically, 
Elmer (1977: cited in Trickett et al, 1991) argued that the effects of poverty are 
so severe on the developing child that the consequences of abuse cannot be 
detected. This has not been the impression empirically, where the adverse 
effects of maltreatment have been shown when SES is controlled for (Tricket et 
al, 1991). These authors did conclude, however, that the lower the SES, the 
harder it is to separate out the effects of abuse from the effects of other aspects 
of the child-rearing context associated with low SES. It has already been noted 
how more than one type of abuse is associated with a commensurate increase 
in symptomatology and most researchers would agree with cumulative risk 
theories (eg. Rutter, 1979: cited in Trickett et al 1991) postulating that the more 
adverse experiences a child is exposed to (including poverty and different types 
of abuse) the greater the risk for subsequent problems.
Methodological Considerations
Initial reports on the long-term effects of CPA and CSA were largely obtained 
from patient files. Archival data were important for highlighting the importance 
of this area but such records are clearly inadequate for assessing prevalence 
rates and consequences as patients may not disclose and clinicians may not 
ask the relevant questions in routine assessment or therapy sessions.
Many of the studies cited here involve comparisons of various psychological 
problems in people with a reported history of abuse against those with no abuse 
history. Assuming other variables are controlled for, any differences in adult 
functioning that correlate with a history of abuse are assumed to be long-range 
effects of this abuse. However, such conclusions may be erroneous for a 
number of reasons. As the typical study is retrospective and correlational, 
many criticisms have been levelled at research in this area.
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Definitions
Firstly, as previously mentioned, definitions of abuse both physical and sexual 
may vary in the literature. With regard to sexual abuse, definitions vary as to 
whether or not they include non-contact experiences and the age of the victim. 
With physical abuse, it is difficult to gauge at what point strict parenting and the 
administration of a smack is defined as abuse. Some studies are very specific 
in that an open handed slap would not be classed as abuse whereas being hit 
with a fist or an instrument would be (eg. Femina, Yeager and Lewis 1990). 
Nevertheless, as different researchers use different definitions of abuse, this will 
affect prevalence rates reported, and comparisons across studies must be 
made cautiously as the "abuse" groups may include individuals with different 
experiences. Adopting a narrower or broader definition of abuse will, of course, 
influence the levels of psychological difficulties recorded (Haugaard and Emery, 
1989). For example, it has been noted that more severe symptomatology is 
associated with more extreme abuse; by taking a narrow definition it may be 
that lower prevalence rates but worse long-term consequences are reported. In 
reviewing studies at present, Briere (1992) recommends that until a universal 
definition is adopted, results must be evaluated on the basis of the specific 
definition of abuse being employed.
Rather than categorising abuse victims, some authors have suggested that a 
more helpful conceptualisation is to consider abuse along a continuum, with 
experiences quantitatively rather than qualitatively different from normal 
caregiver-child relationships (Gabarino, 1977: cited in Gilham, 1994). Obviously 
more extreme abuse would seem vastly different from the norm, but in this way 
the grey areas of "discipline" might be incorporated. However it is difficult to 
see how CSA could be formulated along a dimension.
Biased Recall in Retrospective Accounts
It has been argued that retrospective studies may involve the possibility of 
biased recall. Subjects may have no memory of abuse and mistakenly be
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classified as non-abused therefore reducing the prevalence rate and 
confounding results; or they may only partially remember, possibly omitting 
important details. Femina et al (1990) in a longitudinal study found that 
confirmed childhood abuse was generally under-reported by delinquent adults. 
Rather than amnesia for these events (to be discussed below) a clarification 
interview revealed that reasons for not reporting included: embarrassment; 
desire to protect parents; feelings that the abuse was deserved; consciously 
wishing to forget the past or a lack of rapport with the interviewer. These 
explanations appear to be consistent with how abused children attempt to deal 
with their maltreatment, but it remains to be demonstrated whether under­
reporting for these reasons occurs in other clinical and non-clinical samples.
Independent corroboration of abuse would reduce the uncertainty of claims. It 
seems that where verification is sought it is usually successful (Herman and 
Schatzow, 1987). However, seeking corroborative evidence would often not be 
appropriate, particularly in the delicate area of CSA. A further problem is that 
there is no accepted criterion for what would constitute corroborative evidence. 
Any criticisms of retrospective recall may be particularly strong for subjects with 
psychiatric illness and it might be claimed that their clinical condition would 
affect the nature and content of recollections. However, studies of non- 
psychotic psychiatric patients indicate that their retrospective accounts are not 
affected by systematic biases when compared to healthy controls (Brewin, 
Andrews and Gotlib, 1993).
Some studies indicate that rates of reported abuse will vary depending on 
whether the method of enquiry is interview or questionnaire (Haugaard and 
Emery, 1989). With questionnaire designs and the possibility of non- 
compliance, abuse prevalence rates may also be affected by response rates, 
although Waller (1991) found that the method of enquiry did not influence 
reported rates of abuse. The method of enquiry would seem to be very
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important given the recent furore over what has popularly been termed "the 
false memory debate" with regard to sexual abuse.
This debate refers to "recovered memories" which are defined as "where adults 
come to report memories of childhood events, having previously been in a state 
of total amnesia for those events" (British Psychological Society, 1995). These 
recollections have led to cases in Britain and the United States where 
allegations have been hotly denied by implicated family members who suggest 
the memories are manufactured in therapy. In the BPS report on recovered 
memories, the authors review the evidence and conclude that whereas partial 
or incomplete memories are commonly associated with many traumas including 
CSA, there is little evidence for the creation of false memories. They do note 
that the possibility of therapists creating false memories in their clients needs to 
be considered as a possibility and suggest that therapists are alert to the 
dangers of suggestion, but comment that there is no evidence for this as a 
common phenomenon. The report mostly refers to the implications for therapy 
rather than research. While it seems that subjects may under-report abuse if 
they are amnesic for it, there is no strong evidence for clients creating abuse 
memories in therapy. It seems even less likely that this would happen in a 
"snapshot" retrospective study where the enquiry is formal in the sense that the 
dynamics of a therapy relationship are absent.
Confounding Variables in Correlational Design
Other types of criticism have centred around the correlational nature of research 
designs. To begin with there may be a problem in ensuring that the abuse and 
comparison groups are the same on all other relevant dimensions so that we 
can be sure the differences in adult psychological adjustment are a result of 
abuse per se. They may differ on other variables associated with long-term 
symptoms such as emotional abuse, SES or family environment. For example, 
Yama, Tovey, Fogas and Teegarden (1992) discovered that parental 
alcoholism has also been associated with later symptoms of anxiety and
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depression in offspring. Yama et al highlight the difficulty of disentangling this 
area as it is hard to imagine CSA or parental alcoholism that is not 
accompanied by family dysfunction. These variables may also be a potential 
cause for confusion within the abuse group itself. As it has already been noted 
that emotional, physical and sexual abuse and family dysfunction often occur 
together and are all associated with later problems, it is important to identify and 
control for each. In this way we can ascertain the unique contribution of each to 
later functioning or see how they interact to impact on later adjustment. This is 
something that few studies have done up to now. One exception is a study by 
Briere and Runtz (1990) which attempted to relate different types of abuse to 
specific symptoms. They found that emotional abuse was associated with adult 
low self-esteem, physical abuse was related to aggression and sexual abuse to 
maladaptive sexual behaviour. This particular study involved college students 
and only examined three symptoms, but further investigation could focus on 
other symptomatology and investigate clinical samples as well. In this way the 
association between types of abuse and later consequences might be more 
precisely identified.
Longitudinal studies would in theory overcome many of the difficulties of 
retrospective studies, but as Briere (1992) comments with regard to CSA, 
factors such as cost, timeliness and data attrition are all prohibitive. Instead, 
Briere highlights ways of improving current retrospective designs. These 
include establishing clearer definitions of abuse and isolating other relevant 
factors and using them as additional predictor variables so that their interactions 
with sexual abuse can be tested directly. Different models of causal links could 
be examined by structural equation modelling which would also allow for the 
incorporation of possible mediating factors. Briere notes that causal 
hypotheses would not be proved or disproved with this method. Nevertheless, 
it would seem a good way of examining a very complex area involving many 
interacting and mediating variables.
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Generalisability
In assessing the long-term consequences of abuse, the generalisability of the 
results needs to be considered. Some studies mentioned here have included 
clinical samples and others non-clinical, usually college student samples. 
Prevalence rates and severity of symptomatology are likely to differ widely 
between these two populations, although we have noted psychological 
problems in both groups. Most studies have concerned women although there 
have been a few studies involving men. Clearly the results pertain for the most 
part to women and should not be generalised to men. However, recent 
research already mentioned does suggest that many of the long-term 
consequences reported by women, of sexual abuse at least, are also 
experienced by men in clinical and non-clinical samples. Generalisations from 
non-clinical samples to clinical samples (and vice versa) are likely to be of 
limited use. Briere (1992) suggests that findings that are consistent in multiple 
studies across different samples, such as those concerning abuse and later 
depression, can be applied more generally across the population of victims; but 
single investigations have more limited generalisability.
Effects of Abuse: Models
A number of models have been proposed to account for the long-range effects 
of sexual abuse but far less has been produced with regard to physical abuse. 
None of the models to date have been entirely satisfactory.
PTSD Model
It has been suggested (eg. Gelinas, 1983) that the effects of sexual abuse can 
be understood as a type of post-traumatic stress disorder (PTSD), as many 
survivors report symptoms similar to those occurring in PTSD sufferers. These 
may include flashbacks, nightmares and intrusive thoughts. If abuse were 
considered akin to post traumatic stress, the PTSD model, complete with 
treatment implications employed for treating victims of disaster, might be 
reapplied to the area of abuse. However, Finkelhor, (1990) points out many 
theoretical and practical problems with this type of model. To begin with, he
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asserts that sexual abuse is conceptually different to the experience of a 
disaster. PTSD usually stems from one isolated and freak incident whereas 
sexual abuse is often an ongoing situation or process. Secondly, any PTSD 
symptoms noted are only a small part of the myriad long-term psychological 
consequences associated with sexual abuse, indicating that different 
mechanisms may be at work. Lastly, Finkelhor considers that in adopting a 
PTSD model of the effects of abuse we are concentrating on affective 
components and neglecting the cognitive aspects of abuse pathology. The 
PTSD model may be helpful in understanding some cases of single instance 
abuse or rape, but it falls short of a framework for understanding histories where 
abuse may have occurred over a long period of time or involved a family 
member and the accompanying disturbance of family dynamics.
Traumagenic Dynamics
Finkelhor himself proposes the four traumagenic dynamics model to explain the 
impact of abuse (Finkelhor and Browne, 1985). According to this model, sexual 
abuse has a variety of different effects depending on the characteristics of the 
abuse. Abuse may affect different areas of the child's development including 
ability to trust in personal relationships, self-esteem and sense of ability to affect 
the world. Finkelhor highlights the crucial dynamics involved as: traumatic 
sexualisation, betrayal, stigmatisation and powerlessness. Depending on the 
type of abuse, the effect of one or more of these dynamics may predominate, 
resulting in a distortion of the child's affective and cognitive worlds. Finkelhor 
suggests that if powerlessness is the strongest dynamic, fear and anxiety will 
result. Likewise, traumatic sexualisation will lead to sexual difficulty and 
betrayal to grief reactions, depressions and revictimisation. Stigmatisation, he 
postulated, would lead to a drift to stigmatised sections of society manifested in 
the incidence of drug and alcohol abuse and prostitution.
Finkelhor's proposed dynamics seem to correspond with survivors’ reports of 
their cognitions and emotions related to incidents of abuse (see Bass and Dern,
114
Literature Review
1988 for survivors’ accounts). The traumagenic dynamics model fits with the 
evidence so far on the consequences of abuse previously noted, but is still 
largely descriptive. As yet there has been no systematic investigations to 
identify these hypothesised dynamics in operation and link them to 
symptomatology. Furthermore, there has been no elaboration of which 
maltreatment variables they are most likely to be influenced by, or which factors 
mediate their effects. It may also be that the dynamics do not allow for 
adequate prediction of outcome. For example, Finkelhor notes that depression 
could result from stigmatisation, powerlessness or betrayal. After validation of 
these concepts, it would need to be empirically tested whether these types of 
depression would be different depending on the dynamic invoked. As a 
framework for conceptualising the effects of abuse and providing themes for 
therapeutic work, Finkelhor's model may be useful: it maintains the idea that 
trauma may be a significant contributor to the negative consequences of abuse 
but also incorporates more cognitive aspects. However, empirical support is 
needed for the concepts contained within the model and their association with 
types of abuse and symptomatology before it has any explanatory power.
Attachment
One final model to be discussed with regard to sexual abuse is the only one 
also to have been explicitly applied to physical abuse. It has been postulated 
by Alexander (1992) that the impact of sexual abuse can be explained by its 
disruptive influence on the attachment process. Other authors have related 
attachment theory to physical abuse (eg.Egeland, Jacobvitz and Sroufe, 1988; 
Egeland and Sroufe, 1981). In support of her argument, Alexander notes 
research linking family climate and later adjustment. In some studies family 
variables (eg. conflict) have explained more of the variance of behaviour 
problems in abused children than abuse variables (Friedrich, Beilke and 
Urquiza, 1987) and other more positive family variables such as maternal 
warmth were a better predictor of long-term adjustment than abuse variables. 
She also refers to the literature previously mentioned, indicating that an
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important moderator in the long-term effects of incest is the support received 
from the other parent (Conte and Scherman, 1987; Everson et al 1989).
Alexander propounds that attachment theory provides a way of understanding 
the causes and consequences of abuse: insecure attachment in the parent may 
be a prelude to insecure attachment and abuse of the child. The type of 
insecure attachment may be observable in different styles of parent-child 
interaction reflecting the themes of rejection, role-reversal and fear; all of which 
have been associated with physically abusive families (Zeanah and Zeanah, 
1989). These styles will in turn affect the nature of long-term consequences.
Alexander herself concedes that much research needs to be done if the 
hypotheses generated from this theory are to be tested. Although providing a 
neat way of conceptualising the effects of childhood abuse, prospective studies 
including control groups and studies of adult attachment are needed to provide 
more concrete evidence. The emphasis on family attachment may be more 
relevant to the study of incest than abuse by non-relatives. However, secure 
attachment and positive response by the family to a disclosure of abuse by a 
non-relative may well be important moderators of later ill-effecis.
Conclusions
A large body of literature supports the general link between early physical and 
sexual abuse and a wide variety of later psychological problems. The aim 
should now be to control for other early adverse experiences associated with 
poor adult adjustment and to more precisely identify which types of abuse result 
in particular symptoms. Now that a link has been established, the quest must 
continue for an adequate model to explain the mechanisms involved in creating 
the observed symptomatology. The three models discussed here offer possible 
frameworks for understanding the effects of abuse, but fail to incorporate all the 
relevant considerations and do not yet have sufficient empirical foundation.
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Small Scale Research/ Research on Placement: 
Emergency Referrals for Child and Adolescent Deliberate Self 
Harm - Profile of Clients and Outcome Over Six Months
Abstract
This report describes the client profile and follow-up outcome of child and 
adolescent self-harmers seen by an emergency assessment service after 
admission to a general hospital. Of 68 cases seen by duty staff from the child 
and family psychology service over a one year period, the majority were female 
and the most frequent method was drug overdose. The most common 
precipitant was family conflict and the most commonly reported motive was to 
escape stress and pain. Four clients were found to have had a repeat episode 
of self-harm during the 6 months after their initial assessment. The 
characteristics of clients and their treatment pathways are described. The 
importance of the emergency assessment service is discussed and suggestions 
made for service developments.
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Introduction
Suicide and deliberate self-harm
Adolescent suicide rates have increased over the last 40 years in North 
America (Ryland and Kruesi, 1992) and in the United Kingdom there has been 
an increase in rates for males aged 15-19 since the 1970s (McClure, 1994). 
Completed suicide in this group of males, as with adolescents in the United 
States, is now more common with more lethal methods such as hanging, 
suffocation, poisoning with vehicle exhaust gas and firearms than with fatal 
overdose (Andrus, Fleming, Neumann et al, 1991; McClure, 1994). Attempted 
suicide (also referred to as parasuicide, deliberate self-harm or self-injury) is 
also a growing concern. It is a fairly robust finding that in the United Kingdom, 
the rates of deliberate self-harm are highest among older teenage girls with the 
most commonly used method being overdose (Hawton and Fagg, 1992; Platt, 
Hawton, Kreitman et al, 1988). Deliberate self-harm, as well as a major health 
problem in its own right, is also an important risk factor for future completed 
suicide. In a study in the United States, Shafii, Carrigan and Whittinghill (1985) 
recorded that 40 per cent of suicide victims or "completers" had previously 
attempted suicide. It has been reported that between 6% and 50% of 
adolescents who self-harm will repeat and approximately 5% will go on to 
complete (Piacentini, Rotheram-Borus, Gillis e^a!^995). Although the profile 
of adolescent clients who complete suicide as males who employ more lethal 
methods appears to be somewhat different from those who attempt, suicidal 
behaviour has the potential to escalate. There is little prospective research to 
indicate how risk factors interact to mould the career of self-harm that an 
adolescent might follow, however, it is clearly important to identify factors that 
make future attempts more likely and prevent the attempters becoming 
completers.
It is a fairly consistent finding that a history of past attempt is a strong predictor 
of future suicide attempts (eg. Lewinsohn, Rohde and Seeley, 1994). A number
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of other personal, family and situational characteristics have been found to 
distinguish children with a history of parasuicide. Characteristics of young 
attempters include: being female; experiencing depression or other psychiatric 
problem; hopelessness; low self-esteem; displaying impulsivity; poor problem 
solving abilities; early sexual behaviour and substance misuse. Family 
characteristics include: a background of conflict; family psychiatric history and 
suicidal behaviour in a family member. Important characteristics of the situation 
have been suggested as: not living with two birth parents; suffering physical 
illness; having a background of physical or sexual abuse; having suffered a 
recent stressful life event such as school problems, peer relationship difficulties, 
exposure to peer suicidal behaviour or trouble with the law. These findings 
have been variously reported in a number of British and North American studies 
(Adams, Overholser and Lehnert, 1994; Adams, Overholser and Spirito, 1994; 
Andrews and Lewinsohn, 1992; Asarnow, Carlson and Guthrie 1987; Brent, 
Kolko, Allan and Brown 1990; Brent, Perper, Moritz et al 1994; Bukstein, Brent, 
Perper et al 1993; Cohen-Sandier, Berman and King 1982; Deykin and Buka, 
1994; Ensminger, 1987; Fowler, Rich and Young 1986; Garfinkel, Froese and 
Hood 1982; Kerfoot and Huxley, 1995; Lewinsohn, Rohde and Seeley, 1993; 
Lewinsohn et al, 1994; Pfeffer, Klerman, Hurt et al, 1991; Rich, Sherman and 
Fowler, 1990; Shaffer, 1988; Shafii et al, 1985; Taylor and Stansfeld, 1984a; 
Wagner and Cohen, 1994). In most of the deliberate self-harm studies there is 
no mention of the young person's motive, so it is not possible to gauge how 
many attempters wished to kill themselves and how many engaged in risk- 
taking behaviour that was designed to fulfil another function. This distinction is 
only reported in one study: Taylor and Stansfeld (1984a) distinguished "suicidal" 
behaviour from self-harm for other motives such as escapism or manipulation.
There has been little research to comprehensively assess which characteristics 
of the individual, the situation and the episode of self-harm will be most 
common among British children. The importance of these is likely to vary 
across cultures and socioeconomic classes. Similarly, the method used may
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reflect the availability of materials. In the United Kingdom there has been one 
thorough and systematic large scale study based in Oxford looking at trends in 
adolescent self-harm between 1976 and 1989 (Hawton and Fagg, 1992). In 
this study the majority of cases were female (72.8%) and self-poisoning was the 
most common method (86.5%), with the use of minor tranquillisers and 
sedatives decreasing and the use of paracetamol increasing dramatically over 
the study period. The most frequently reported precipitant was family 
relationship difficulties, substance misuse was common and 20% of those 
presenting had made a previous attempt. No reference is made to the 
motivation of the young attempters. Hawton and Fagg (1992) note that if the 
rates of deliberate self-harm recorded in Oxford are applied to England and 
Wales, there could be between 18,000 and 19,000 hospital referred cases per 
year. It is clearly an area that needs to be investigated further in other regions. 
As there is a lack of research to show whether characteristics and risk factors 
vary across children in different parts of the United Kingdom, this research 
aimed to investigate the client profile, motivation and frequency of risk factors in 
one local context.
Outcome
Given that many young people will repeatedly self-harm, it is important to 
consider what happens to the adolescent who is in contact with services 
following an episode. In the literature, clinical outcome is measured in terms of 
whether there are future episodes of self-harm. Spirito, Plummer, Gispert et al
(1992) followed 100 adolescents for three months after the original episode and 
found that none went on to complete but 10% made one repeat attempt. 
Hawton and Fagg (1992) meanwhile, reported an annual rate of repetition of 
attempts as 8.9% overall. It has been suggested that a repeat rate of one in ten 
can be expected over the twelve months after the index episode (Kerfoot and 
McHugh, 1992).
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Outcome can also be measured by looking at adherence to treatment 
programmes. However, there is little research in this area and adherence is 
defined in different ways: it may be attendance at an initial appointment (eg. 
Taylor and Stansfeld, 1984b) or it may be defined by the number of sessions 
scheduled and attended and the clinician rated reason for termination (eg. 
Trautman, Stewart and Morishima, 1993). The picture painted by different 
definitions is evident if we consider Piacentini et al (1995) who noted that a 
substantial 91% of black and Latino clients in the United States attended an 
initial appointment but over time 42% of cases were terminated due to non- 
attendance. In spite of different definitions, the indication seems to be that 
generally there is poor adherence to treatment programmes. Trautman et al
(1993) in the United States reported a 77% drop out rate and in a London 
based study, Taylor and Stansfeld (1984b) recorded a 44% non-attendance 
rate at first contact. The current study aimed to investigate treatment 
adherence both in terms of initial appointment attendance and reason for 
termination.
Context of the Research
In the Government's Health of the Nation document outlining Health policy 
(1992) one of the primary targets is to reduce the overall suicide rate by 15% by 
the year 2000. As a large number of children and adolescents who have 
previously attempted suicide subsequently go on to complete, the care given 
following an incident of self-harm is clearly important to ensuring the future 
safety of that young person. This has been identified as a priority area of 
service at a local level in the health district where the current research is based.
At a general hospital, the multidisciplinary child and family psychology 
department run a rapid response assessment service for children and 
adolescents admitted through Accident and Emergency to the child and 
adolescent wards. If there is a worrying level of psychological distress or where 
deliberate self-harm is evident or suspected, the young person is seen by duty
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staff from the department. Wherever possible both the child and his/her parents 
or guardians are interviewed. Clients are routinely rated as high or low risk of 
further self harm and follow-up, which might include a treatment programme is 
suggested in many cases either at the department or by referring to a suitable 
agency. As this innovative service has now been in existence since 1994 it was 
felt that a review would be valuable.
NHS management now emphasise audit as central to quality assurance for 
clinical professions. In 1989 the White Paper Working For Patients stated that 
all Doctors should undertake regular systematic audit of their practice. This 
recommendation has since become standard procedure and Provider Units and 
Trusts are required to submit plans and provide reports to the National Health 
Service Management Executive (NHSME) on progress with medical, nursing 
and therapy audit programmes. Another goal of the current research was 
therefore to provide information on the deliberate self-harm cases assessed by 
the emergency service for audit and service development purposes. This 
information would include client profile and outcome data as well as feed-back 
on which factors clinicians attach importance to when making a risk estimate.
Aims of the research
In summary, the research was designed to investigate the client profile and 
follow-up outcome of those young people attending for self-harm in this 
particular service, located in a fairly prosperous area of southern England. This 
profile could then be compared with findings in the literature on child/adolescent 
self-injury. Results could also be used to reflect on clinical procedure and 
inform service development. Specifically, the aims were:
1. to identify the personal and family characteristics, précipitants, features and 
risk estimate for clients seen for deliberate self-harm over a one year period.
2. to assess treatment adherence by looking at client attendance at a follow- 
up/treatment appointment as well as reason for termination/treatment status 
at 6 months.
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3. to investigate further episodes of self-harm over a six month period.
4. to divide clients into "high risk" and "low risk" categories as rated by clinicians 
when they were initially seen, and identify factors associated with being given 
a high risk status.
Method
The population of the study consisted of all cases of child and adolescent 
deliberate self-harm referred to the emergency service in the department of 
child and family psychology after admission to the general hospital during 1995. 
A total of 96 clients were referred to the emergency service over a one year 
period. Of these, 26 involved psychological distress in children, a family crisis 
or consultation only. The remaining 70 clients were all assessed following an 
episode of deliberate self-harm. For all children seen for self-injury, an interview 
protocol is followed and a Deliberate Self Harm (DSH) form is completed 
(Holroyd, 1995: see appendix 1). The DSH form requires that the clinician 
record the clients demographic details, personal, situational and family 
characteristics, and features of the episode of self-harm including method, 
motive and précipitants. The forms reflect the factors that have been shown to 
be pertinent to self-harm in children and adolescents. As this form is completed 
following an initial assessment only, it is often not possible or appropriate to 
ascertain certain information, such as a history of abuse. Therefore, "yes" or 
"no" is only marked on the form when this can be done fairly confidently, 
otherwise "not known" is marked.
In addition to these characteristics, the clinicians must rate the seriousness of 
the attempt, how worrying the response of the family is and how great they 
judge the risk of future self-harm. The clinicians are guided in all their ratings by 
checklists: for example, indicators of a worrying response from the family or 
carer include if they are angry and blame the young person; are not supportive 
of the young person's concerns and are unable or unwilling to take 
responsibility for keeping the young person safe. On the DSH forms these 
ratings are presented as four point Likert scales ranging from "not very" to
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"extremely". For the purposes of analysis, these were each collapsed into two 
categories, such that future risk was high or low, the episode was regarded as 
having a high or low degree of seriousness and the response of the family was 
regarded as very/extremely worrying or not at all/not very worrying.
DSH forms had not been completed for seven clients, so in these cases factual 
information was completed retrospectively from the patient files where possible, 
but items calling on clinical judgement were not rated (seriousness of attempt, 
family response and future risk estimate). No information at all was available 
for two clients.
For each of the 68 cases included, patient files were checked to examine 
aspects of outcome. Firstly to see how many clients were initially offered a 
follow-up/treatment appointment and if so, whether face to face contact was 
achieved. The number of cases not offered an appointment or referred 
elsewhere was also recorded. Secondly, the treatment status six months after 
the episode was recorded for each client by looking at case notes and 
correspondence with the G.R or other relevant service. This was categorised 
as a)initially not offered an appointment/referred elsewhere b)ongoing (within 
the department) c)discharged (therapist sanctioned) d)referred elsewhere or 
e)dropped out. "Dropped out" referred to those clients for whom no face to face 
follow-up contact was achieved despite efforts from the clinician and who were 
not actively referred elsewhere but their cases were closed due to non- 
attendance and their G.Ps were notified. It also applied to those clients who 
may have attended one or more appointments, but by six month follow-up their 
cases had been closed due to non-attendance, they had not actively been 
referred elsewhere and their G.Ps had been notified. Finally, any further 
episodes of self-harm over a six month period following the original assessment 
were noted. As not all episodes of self-harm would necessarily involve this 
particular general hospital, local ethical approval was obtained to contact each 
client's G.P. by letter. The G.Ps were requested to give brief details of any self­
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harm recorded over a six month period from when the child was originally seen 
by the emergency service. They were also asked for details of any other 
hospital treatments that might reflect undetected self-harm.
Results
The data were analysed using the SPSS for Windows statistical package 
(Norussis, 1993).
General characteristics of self-harm cases
The study population comprised 68 clients. Assessment included an interview 
with the client in all but one case. The mean age of clients seen was 14.45 
(S.D. 1.35) with ages ranging from 11 to 17. 29 clients were fourteen years or 
younger and 39 clients were 15 years or older. The majority of clients (77.9%) 
were female. 36.8% were either previously or currently in treatment. Many of 
the clients had a history of previous attempts: 19.1% had made one previous 
attempt; 7.4% had made two and 13.2% had made three or more attempts in 
the past. A number of other factors were rated at assessment and their 
frequency can be seen in Table 1. As information was not available for all 
children on these variables, the proportion of missing data (which includes "not 
known") and negatives are also given. Some other commonly occurring 
characteristics were a background of family conflict, not living with two birth 
parents and social services involvement (70.6%, 55.9% and 35.3% 
respectively).
Features of the Current Episode of Self-harm
The most common method of self-harm was overdose (73.5%). In a further 
11.8% of cases two or more methods were employed: one of which was 
overdose. Other types of self-harm included alcohol intoxication (5.9%) 
hanging (2.9%) and cutting (1.5%) and other methods (4.4%). The occurrence 
of various précipitants can be seen in Table 2. The most commonly reported 
précipitants were family conflict, which was recorded in 51.5% of cases and 
school difficulties which were noted in 35.3% of cases.
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The most commonly reported motives for self-harm were escaping stress or 
emotional pain (39.7%), gaining attention/a cry for help (32.4%) and death 
(26.5%). A complete list of motives can be seen in Table 3.
Table 1: General characteristics of self harm cases in descending order of 
frequency
Variable Yes % (n) No % (n) Missing % (n)
Female 77.9 (53) 22.1 (15) 0(0)
Family conflict 70.6 (48) 19.1 (13) 10.3(7)
Not living with 2 parents 55.9 (38) 44.1 (30) 0(0)
Prev/current treatment 36.8 (25) 48.5 (33) 14.7(10)
Previous Attempt 35.3 (24) 52.9 (36) 11.8 (8)
Soc. Service involvement 35.3 (24) 55.9 (38) 8.8 (6)
Substance misuse 27.9(19) 41.2 (28) 30.9(21)
Depression 22.1 (15) 61.8(42) 16.2(11)
Special needs 19.1 (13) 70.6 (48) 10.3 (7)
Emotional abuse 17.6(12) 30.9 (21) 51.5 (35)
Family history of self-harm 16.2(11) 38.2 (26) 45.6 (31)
Sexual abuse 14.7(10) 30.9(21) 54.4 (37)
Physical illness 14.7 (10) 72.1 (49) 13.2 (9)
Family psychiatric history 10.3(7) 35.3 (24) 54.4 (37)
Physical abuse 7-4 (5) 35.3 (24) 57.4 (3)
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Table 2: Difficulties faced by clients at the time of self-harm in descending order 
of frequency
Precipitant % (n)
Family conflict 51.5 (35)
School difficulties 35.3 (24)
Family stress 30.9(21)
Other stresses 22.1 (15)
Boyfriend/girlfriend problems 16.2 (11)
Bullying 11.8 (8)
Peer conflict 7.4 (5)
Social isolation 5.9 (4)
Illness 5.9 (4)
Police involvement 1.5(1)
Bereavement 1.5(1)
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Table 3: Motives for the episode of self-harm in descending order of frequency.
Motive % (n)
Escape stress/pain 39.7 (27)
Attention/cry for help 32.4 (22)
Death 26.5(18)
Accident/denial 13.2 (9)
Other motives 7.4 (5)
Punish/hurt another person 5.9 (4)
Escape depression 4.4 (3)
Escape home situation 4-4 (3)
Clinicians ratings
The assessing clinicians considered that the episode was very serious for 
42.7% of the clients seen. A very worrying response from family members was 
reported in 44.1% of cases. The clinicians risk estimate resulted in 57.4% of 
clients being rated as high risk and 35.3% being rated as low risk. No risk 
estimate is available for 5 clients whose forms were completed retrospectively.
Outcomes
Of the clients who were originally assessed, in 17.6% of cases no further 
appointment was offered and 22.1% were referred elsewhere. 60.3% were 
offered a follow-up appointment with the team. Follow-up contact was achieved 
with 58.5% of those offered an appointment.
At six months after the initial assessment 17.6% of the total number of clients 
originally assessed had been discharged with the therapists approval. A further
11.8% were ongoing, 8.8% had been referred on to another service and 22.1% 
were categorised as dropped out (this category includes many of those clients 
who failed to attend the initial follow-up appointment). 39.7% had not been 
offered a follow-up appointment initially or had been referred elsewhere. As
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clients followed various treatment pathways after assessment a clearer 
exposition can be seen in Figure 1. The numbers of both high and low risk 
clients following each route are displayed.
Referral Follow-Up At 6 Months Final Status
1 7 (8,7,2)
Follow-up offered but 
not achieved
24 (16,7,1)
Follow-up offered and
12 (5,7,0)
No appointment 
given
1 5 (10,3,2)
1 2 (5,7,0)
No appointment
12 (5,7,0) 
Discharged
8 (5,2,1) 
Ongoing
21 (15,4,2)
Referred elsewhere
15 (7,6,2)
Dropped out
A (B.O.0)
B - High risk 
C - Low risk 
D -  No risk rating
Discharged
Follow-up not
Referred elsewhere
Discharged
Ongoing
Dropped out
Referred elsewhere
Figure 1: Treatment Pathways
Information about further episodes of self-harm was available for 66.2% of 
clients either from G.P feedback or files kept within the department. Of the total 
number of clients originally assessed, one further episode of self-harm was 
reported for four clients (5.9%). Apart from these four clear cases, there were 
no significant hospital treatments reported that could have reflected undetected 
self-injury. 44.1% had no record of any further episodes of self harm, 16.2% 
had moved area and changed G.P and no information was provided from G.Ps 
for 33.8% of clients.
Of the four clients who had a further episode, they were all female aged 12, 13, 
14 and 15 and all involved overdoses. Two of them had made three or more
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previous attempts, one had made two attempts and one had no history of 
attempts. Three had been clinician rated as high risk and the form for one had 
been completed retrospectively and therefore did not receive a risk rating. The 
parental response was rated as very worrying in one case, not very worrying in 
two cases and was unrated in one case. All four reported family conflict as a 
precipitant; one reported additional family stress and bereavement, one 
reported additional family stress and boyfriend/girlfriend trouble. In one case 
the motive was death, in one to escape stress/pain, in one it was attention/cry 
for help and in the fourth it was both to escape depression and a cry for help. 
Three of the four clients had a background of family conflict and two were 
known to have a background of sexual abuse. All were either previously or 
currently in psychological treatment and social services were involved in three 
cases. Two cases were not offered a follow-up/treatment appointment initially 
because they were referred elsewhere. The other two were offered another 
appointment: one of these attended and was ongoing at 6 months; the other did 
not attend follow-up and was classed as dropped out at 6 months.
Clinicians risk estimate
In this analysis, clients rated as high and low risk were compared on 40 
variables. Tests were by Chi square test for categorical data (with correction for 
continuity). Where the criteria for minimum expected frequencies were not met 
Fisher's exact test was used. As a large number of comparisons were made 
there may have been some spurious results at the .05 level of significance, 
therefore the significance level was divided by the number of comparisons 
made (Bonferroni correction) yielding a new significance level of .00125. In 
following this rigorous criterion of significance Type II errors may be made. For 
this reason the factors significant at the .05 level are also included here for 
discussion, but these should be interpreted cautiously. The factors associated 
with being accorded a certain risk status are shown in Table 4. A high risk 
rating is associated with a worrying response from the family, a history of 
previous attempts, a background of family conflict, a clinician rated serious
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episode and a background of emotional abuse. A low risk rating is more likely if 
the motive for the self-harm is accident/denial or where motives are involved 
other than the principal ones offered on the DSH form. A list of the 33 non­
significant factors can be seen in appendix 2.
Table 4: Factors associated with risk estimate
Variable N High Risk 
% (n)
Low Risk 
% (n)
Statistic p Value
Worrying family 
response
62 41.9 (26) 6.5 (4) f =13.77 .00021
Motive accident/ 
denial
62 0(0) 12.9 (8) .00022
Fisher's exact 
test
Previous
attempts
60 35 (21) 5(3) X2=9.54 .00201
Other motive 62 0(0) 8.1 (5) .00657
Fisher's exact 
test
Background of 
family conflict
58 56 9 (33) 20.7(12) .00710
Fisher's exact 
test
Serious incident 62 37.1 (23) 9.7 (6) X2=6.10 .01353
Emotional abuse 31 25.8 (8) 6.5 (2) .03452
Fisher's exact 
test
The shaded area represents tests significant at the.05 level but not at the adjusted significance level 
of .0013.
Discussion
Clients attending for emergency assessment after an episode of self-harm were 
predominantly female. The most common method was drug overdose and the
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most frequently occurring precipitant was family conflict. This is remarkably 
similar to the patient profile reported in the only large-scale United Kingdom 
study conducted in Oxford. However, there were some notable differences. In 
the current sample 40% of clients had a history of past attempt which is a larger 
proportion than in the Oxford study. More clients had psychological treatment 
in this sample, with 36.8% either previously or currently in treatment, compared 
to 15.9% with a history of treatment and 6.4% currently in treatment in the 
Oxford study. In this study, the higher number of clients who had treatment 
might reflect good identification of worrying or high risk young people by local 
primary care workers who have then referred on for psychological treatment.
Apart from being female, the most frequently occurring characteristics were: a 
background of family conflict, not living with two birth parents and either 
previously or currently having psychological treatment, all of which have been 
found to be risk factors in the literature. The most frequently reported motives 
were, respectively: to escape stress and pain; a cry for help; and death. This is 
a different finding from the only other study which recorded motive (Taylor and 
Stansfeld 1984b) where death was the most frequently cited motive. Social 
services involvement was fairly frequent with just over one third of clients having 
contact. This may reflect a high number of clients with difficult situational 
characteristics such as problems with the home environment or child protection 
issues. Of those clients who were offered a follow-up appointment within the 
department, 58.5% attended, which is very close to the 56% reported by Taylor 
and Stansfield (1984b) in their London based study which defined treatment 
adherence as attendance at initial appointment. In the current study it was 
found that 36.6% of clients who were originally offered follow up appointments 
were categorised as dropped out at six months. This is a lower drop out rate 
than that reported in the two North American studies that looked at treatment 
adherence in terms of reasons for termination. Over the six month follow up 
period there were no reports to the department of child or adolescent completed 
suicides and no record in the official public health statistics. There were four
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further episodes, representing a six month repeat rate of 5.9% which is slightly 
less than the 7% repeat rate over three months found in the Spirito, Plummer 
and Gispert (1994) study and consistent with the estimate of 10% over a year 
(Kerfoot and McHugh, 1992).
Clients assessed by the team may follow many different pathways. A large 
number of clients were not seen at the department but were referred elsewhere, 
either at initial assessment or subsequently. Although the exact numbers going 
to different agencies was not recorded, this represents many clients who were 
referred to more specialised services such as child inpatient units, social 
services and learning disability teams. The assessment service seems to fulfil 
an important role in assessing vulnerable children who have reached crisis 
point, and channelling them to appropriate specialist services if required.
For a number of clients no follow-up appointment is arranged, for example if the 
client is already involved with other services or the incident was not considered 
very serious. A substantial proportion of clients are offered follow-up and the 
attendance rate is comparable to that found in other studies. Once clients are 
engaged in treatment they tend to stay and only 8% of those who kept their 
initial follow-up appointment dropped out at a later point. For those clients who 
fail to attend appointments, clinicians seem to actively refer some of these to 
other services, presumably those they are most concerned about, and to close 
cases and notify G.Ps in other cases.
Clinicians’ estimates of high risk for future self-harm were associated with a 
worrying response from the family, a history of past attempt and a background 
of family conflict, emotional abuse and the incident being perceived as a serious 
attempt by the clinician. These have been recognised as risk factors in the 
literature. A worrying response from the family specifically to the incident has 
not been investigated previously, but here it was a significant predictor of high 
risk as rated by the clinician. This might be because clinicians judge that
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emotional containment and acknowledgement of the young person's distress is 
crucial after an episode of self-harm, as well as recognising how vital a safe 
family environment is.
It might be surprising that death as a motive was not significantly associated 
with a rating of high risk for future self-harm, as it is given as an indicator of 
seriousness to guide clinicians in their ratings, and seriousness is given as an 
indicator of future risk. However, there are reasons why this might be the case. 
It may be that where the DSH is an impulsive act, the motive of death is not 
necessarily very worrying if the young person genuinely regrets it afterwards, 
and is able to identify more effective ways of coping in the future; especially if 
there is no history of self-harm or impulsive behaviour. These positive 
indicators may mitigate against the seriousness of the death motive whereas 
this is not so much the case where there are significant family problems, an 
unsupportive family response and a history of risk-taking behaviour.
Low risk was associated with a motive of accident or denial or another motive 
being given other than those on the DSH form. Accident or denial as a motive 
are combined on the DSH form. "Denial" covers both where the young person 
denies having done anything at all or denies any self harm intent: this would 
include both the child who denies taking an overdose as well as the child who 
claims to have taken paracetamol for a headache. "Accident" includes those 
who take no responsibility for the action or the intent, such as the child who cuts 
or jumps and then claims it was an accident. The motive on the DSH form is a 
reflection of the young person's motive rather than the clinicians interpretation, 
and by combining the two the clinician does not have to judge whether the 
young person is denying self-harm or whether it was truly an accident. 
Although genuine accidents may have occurred, it is likely that many of the low 
risk clients represent those clients who were assessed following serious alcohol 
intoxication or adverse effects following abuse of so-called recreational drugs. 
The motive for these may have been perceived as experimentation and thus
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rated as accident or "other motive". It could be argued that these cases are not 
deliberate self-harm in the strictest sense. However, these young people had 
been engaging in risk-taking behaviour which was serious enough to bring them 
into contact with health-care services. If there are no factors indicating that a 
treatment programme is required, the clinician may be satisfied that the client 
does not need to be seen again. The assessment of the child and their family 
may be an intervention in itself as the clinician may raise the family's level of 
concern and responsibility for a child's behaviour in a situation where the 
seriousness is being denied, or alternatively offer reassurance and some advice 
about future management and lines of support.
As the number of clients who repeated self-harm over a six month period is 
small no firm conclusions can be drawn with respect to which characteristics are 
associated with future self-injury, and with respect to the validity of the risk 
ratings. However, it is still important to consider the features of repeat cases. 
Three of the four repeaters were correctly rated as high risk by the assessing 
clinician and one case completed retrospectively was unrated. Considering the 
characteristics found to be associated with a high risk estimate for the self- 
harmers as a whole, three of these clients had a history of past attempt and 
three had a background of family conflict, which offers some support for the way 
in which the rating scale is used. Surprisingly, the parental response was only 
rated as worrying in one case. It is striking that all of the repeaters were either 
previously or currently involved in psychological treatment and three of the four 
were involved with the social services, suggesting that the most vulnerable 
children may already be known to statutory services. In all cases family conflict 
was a precipitant. It may be that these factors should be given more weighting 
when rating risk, given their association with repeaters.
From the information in patient files, it was evident that regardless of whether 
an appointment was offered to clients, they were referred elsewhere or no 
follow up was planned, the clinician was involved in substantial liaison and
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consultancy work with other professionals and the families. Unfortunately, no 
system of recording such contacts was designed for this study, but it would be 
helpful to know in future evaluations the number of contacts and length of time 
clinicians spend in consultation about a client. Such work can be invaluable in 
providing information and management advice to other professionals and family 
members.
Conclusions and recommendations for service development
The profile of child and adolescent self-harm cases referred to this service is 
similar to that recorded in other areas although the current sample may be more 
vulnerable as twice the proportion of clients had a history of past attempt and 
more clients had a history of psychological treatment. Even so, the rate of 
repetition over six months is similar to that estimated in the literature which may 
reflect positive aspects of the service. The service plays an important role in a 
number of ways. It provides an important point of contact with young people in 
crisis, it actively engages a number of clients in outpatient treatment and refers 
many others to appropriate specialist services. For those clients whose 
behaviour is not seen as requiring further treatment, the assessment procedure 
punctuates adolescent serious risk-taking behaviour such as drug and alcohol 
experimentation and invites the family to consider this behaviour and how the 
child can be kept safe.
To develop the service a number of areas might be considered. First, an audit 
of inter-rater reliability might be valuable to see the level of agreement between 
clinicians about cases. Secondly, clinical decision-making can be made explicit, 
there can be discussion of the current factors associated with a rating of high 
risk to reach a consensus that these factors are appropriate and the inclusion of 
others should be considered; specifically, a history of psychological treatment 
and social services involvement. It could be seen as surprising that the 
presence of death as a motive is not a significant factor and it has previously 
been suggested that, among other things, a positive response from the young
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person may mitigate against the seriousness of the motive. It might be helpful 
to have a separate rating for the young person's response in the same way that 
the carer's response is rated in order to formalise this and investigate its 
relationship to clinicians' ratings in future reviews of the service. Clinical 
decision-making could also be discussed with regard to those clients who drop­
out of treatment: specifically with regard to those children who are rated as high 
risk at assessment but do not attend subsequent appointments within the 
department. It may be unfeasible for outreach work to be done, but the 
departmental policy of notifying G.Ps or other agencies such as schools or 
social services that the client is high-risk could be reviewed to check that all 
possible action is being taken to ensure the safety of the child. For audit 
purposes, clinicians could keep a record of the amount of time spent conducting 
indirect work around a client so that this is officially recognised. It may also be 
that a protocol could be devised for feeding back core information to those 
seeking consultation. For example, in the case of indirect work with families, 
they could be given a paper copy of an action plan or a specially designed 
leaflet about relevant services to contact should they wish to in the future. The 
current system of interview protocol and DSH form is clearly valuable to 
continue so that client profile and treatment pathways can be reviewed in the 
future and changes noted in the system over time. Clinicians could complete 
an additional "follow-up" form with two questions about attendance at first 
appointment and reason for termination to facilitate this task.
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Appendices
Appendix 1 : DSH Form
Name .....................................................................................................
Sex ................... Ethnic Origin ......
Age ................... Date Of Birth ......
Therapist(s)................. School ......
Day Of Incident Mon Tues Wed Thurs Fri Sat Sun
Admission Date .......................  Time
Team Notification - Date .......................  Time
Seen By Team - Date .......................  Time
Time Between Admission and Notification
<6 Hours 6-12 12-24 24-48 48+ Not known
Time Between Notification and Being Seen by Team
<3 Hours 3-6 6-12 12-24 24+ Not known
Who was Seen
Young person Siblings One Parent Two Parents
Step-Parent Foster-Carer Social Worker
Other ...........
Time Of School Year Term Time Holidays
Method of Self-Harm
Drug Overdose Alcohol Intoxication Hanging
Cutting Jumping Firearm Gas Intoxication
Other ...........
Precipitant
School Difficulties Bullying/Teasing Peer Conflict
Social Isolation Boyfriend/Girlfriend Conflict Family Conflict
Bereavement Family Stress Police Involvement
Physical III Health
Other ...........
153
Small Scale Research
Motive
Bereavement Family Stress Police Involvement
Death Escape from Depression
Escape from Stress/Pain Attention/Cry for Help
Punish/Hurt Self Revenge/Punish Other Accident/Denial
Escape from Home
Other ........................................
Previous Attempts 0 1 2 3+ Not Known
How Long Since Last Attempt <1 mth 2-6 7-12 13-24 24+
Substance Misuse By Young Person Yes No Not Known
Physical Illness Yes No Not Known
Special Educational Needs Yes No Not Known
Depression Yes No Not Known
Previous Psychological Treatment Yes No Not Known
Currently In Treatment Yes No Not Known
Background Of Family Conflict Yes No Not Known
Background of Child Abuse
Emotional Yes No Not Known
Physical Yes No Not Known
Sexual Yes No Not Known
Family History Of Self-Harm Yes No Not Known
Family Psychiatric History Yes No Not Known
History Of Social Services Involvement Yes No Not Known
Social Services Currently Involved Yes No Not Known
Other Agencies Involved
EP EWO Police Justice
Other ........................................
Living With Two Birth Parents Yes No
Follow-Up Offered Yes No
Follow-Up Accepted By Young Person Yes No
Follow-Up Accepted By Family-Carers Yes No
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As A Possible Suicide Attempt, How Serious Was This Incident?
1 2 3 4
Not very Extremely
How Worrying Is The Response Of The Family/Carers?
1 2 3 4
Not very Extremely
How Great is the Risk of Further Self-Harm?
1 2 3 4
Not very Extremely
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Appendix 2: Variables not Significantly Associated with Risk Rating
Age
School difficulties as a precipitant
Bullying as a precipitant
Peer conflict as a precipitant
Social isolation as a precipitant
Boyfriend/Girlfriend trouble as a precipitant
Family conflict as a precipitant
Bereavement as a precipitant
Family stress as a precipitant
Police involvement as a precipitant
Physical ill health as a precipitant
Other factor as a precipitant
Death as a motive
Escape depression as a motive
Escape stress/pain as a motive
Attention/cry for help as a motive
Punish/hurt self as a motive
Revenge/punish other as a motive
Escape from home as a motive
Substance misuse by young person
Physical illness
Special educational needs
Depression
Psychological treatment 
Background of child abuse - physical 
Background of child abuse - sexual 
Family history of self-harm 
Family psychiatric history
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Social services involvement 
Living with two birth parents 
Method (overdose/other) 
Number of Methods (1/ >1)
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Large Scale Research: A Retrospective Investigation of 
Schizophrenia and Early Adverse Experience
Abstract
A number of studies have shown an association between early adverse 
experience and adult psychological problems, but there is less research 
considering patients with psychotic illnesses. This study examined rates of 
retrospectively reported childhood abuse and other early adverse experiences, 
in particular, parental antipathy and indifference, in patients with schizophrenia 
and non-psychiatric controls. It was found that patients with schizophrenia 
reported significantly more early adverse experiences than controls. There 
were no significant differences between the groups based on individual 
comparisons of aspects of early adverse experience, possibly because of the 
small sample size. No association was found between reports of early adverse 
experience and particular clinical characteristics. The limitations of this study 
are discussed and areas for future investigation are highlighted.
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Introduction
There is a growing body of literature documenting the adverse psychological 
effects in adulthood of abuse in childhood, both in clinical and non-clinical 
populations. There are a variety of different emotional and behavioural 
problems that are associated with a history of childhood physical and/or sexual 
abuse, these include: depression, anxiety, eating disorders, self-injury, 
substance abuse and aggressive behaviour (for reviews see Brown and 
Finkelhor, 1986; Cahill, Llewelyn and Pearson, 1991; Malinosky-Rummell and 
Hanson, 1993). A number of studies have shown that there are high rates of 
abuse among psychiatric inpatients (Bryer, Nelson, Miller and Krol, 1987; 
Carmen, Reiker and Mills, 1984; Jacobsen and Richardson, 1987) and patients 
with borderline personality disorder (Herman, Perry and van der Kolk, 1989; 
Ludolph, Western, Misle, Jackson, Wixom and Wiss, 1990). In one of the 
studies focussing on female psychiatric inpatients with various diagnoses, 66% 
reported childhood abuse on a questionnaire and histories of abuse correlated 
with the severity of adult symptomatology (Bryer, Nelson, Miller and Krol, 1987). 
A small number of studies now suggest that rates of childhood abuse may also 
be quite high among patients with psychotic illnesses: this author is only aware 
of four reports looking specifically at this patient group.
In a study of women only, Beck and van der Kolk (1987) found that of 26 
"treatment resistant" chronically hospitalised psychotic women, 46% had been 
sexually abused. Those with a history of abuse had a variety of diagnoses, but 
a majority (65%) had a diagnosis of schizophrenia. Those with abuse histories 
were more likely than those without such a history to have sexual delusions, 
affective symptoms, substance abuse and suspected organicity. They were 
also more likely to have a history of depressive symptoms and to threaten or 
assault others. In this study, reports of abuse were obtained from patient 
records where it was inferred from patients' statements. It is unclear how much 
confidence to have in the accuracy of this method, but it seems likely that other 
cases could have been overlooked as patients were not asked directly. There
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was reasonable corroboration of accounts of abuse: for half of those cases 
identified there was supporting evidence obtained from families, other agencies 
involved such as social services, or from nursing staff who had observed 
current incestuous relationships. All inpatients in the location of study were 
included so a selection bias was avoided, but unfortunately as diagnoses were 
mixed the study does not look at the abuse more specifically within the context 
of a particular diagnosis. A further limitation of the study is that no reference is 
made to childhood physical abuse which might also account for adult 
symptomatology.
In a study that looked at a mixed sex group of patients, both physical and 
sexual abuse were investigated. Goff, Brotman, Kindlon, Waites and Amico 
(1991) found that in a group of 61 chronically psychotic outpatients 44% 
reported childhood abuse on a questionnaire. Of these patients, 19.7% 
reported physical abuse, 6.6% reported sexual abuse and 18% reported both 
physical and sexual abuse, but unfortunately no further details about the 
circumstances of the abuse were ascertained. Those patients with a history of 
abuse had a lower age at onset of their illness and more dissociative symptoms 
than their non-abused counterparts. They showed a tendency to report more 
voices inside the head and more substance abuse. However, they were not 
more likely to report sexual delusions or visual hallucinations and they did not 
differ from the other patients in terms of sex, age or diagnosis. This study 
overcomes the limitations of archival data by asking subjects directly about 
abusive experiences but as there was no corroborative evidence it is unclear 
how reliable the subjects' reports were. The authors employed the Life 
Experiences Questionnaire (LEQ: Bryer et al, 1987) which requires patients to 
answer one question each on physical and sexual abuse with respect to a list of 
possible perpetrators. There is therefore no scope for assessing the frequency 
or severity of any abusive experiences. Of all outpatients who qualified for 
inclusion in the study, 72% completed the relevant measures, which is a
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reasonable response rate, but once again subjects had a variety of diagnoses; 
although more than half had a diagnosis of schizophrenia.
Greenfield, Strakowski, Tohen, Batson and Kolbrener (1994) noted that the 
high rates of abuse in Goff et al's (1991) study might have been a feature of the 
sample, as they were all severe cases of chronic psychosis. This led them to 
investigate the incidence of abuse among mixed sex inpatients with first 
episode psychosis. In this case, 53% reported childhood abuse on the LEQ, 
and half of those who reported abuse were male. Physical abuse was reported 
by 23.7% of the patients, sexual abuse by 7.9% and both physical and sexual 
by 21.1%. Sexual abuse was more common among women, but there was no 
difference with respect to physical abuse. In the majority of cases (60%) abuse 
was perpetrated by one or both parents. Greenfield et al (1994) found that 
patients who reported childhood abuse had significantly more dissociative 
symptoms than those with no history and there was a trend towards longer 
hospital stays for those patients who had been abused. In this study the LEQ 
was used to assess abuse histories so once again the reliability of reports is 
uncertain and little information is elicited about the circumstances of the abuse. 
The response rate (53%) was not as high as in Goff et al's (1991) study, which 
may mean there was a selection bias in recruiting subjects. Once again the 
patients had a variety of diagnoses, but the most common (47%) was bipolar 
disorder. There were no patients with a diagnosis of schizophrenia, possibly as 
all subjects were hospitalised for their first episode of illness and so symptoms 
were of recent onset.
Two of the above studies report that patients with a history of abuse 
experienced more dissociative symptoms than non-abused patients. 
Dissociative symptoms have been linked with childhood abuse as a result of 
work with patients with multiple personality disorder (MFD). Patients with MFD 
have high levels of dissociative symptomatology (eg. Bernstein and Putnam, 
1986) and it has been found that extremely high numbers of patients with MFD
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have histories of childhood abuse (Putnam, Guroff, Silberman et al, 1986). 
Researchers in this field have also found that Schneiderian symptoms such as 
voices arguing and voices commenting are equally common in patients with 
schizophrenia and MPD (Ross, Miller, Reagor et al, 1990). Although 
Schneiderian symptoms do not in themselves indicate a diagnosis of 
schizophrenia, some are used as criteria in reaching a diagnosis and it is 
interesting that a presentation of schizophrenia appears to share symptoms 
with a disorder known to be associated with childhood trauma. For this reason, 
Ross et al suggest that there may be a dissociative subtype of schizophrenia 
with unique features and prognosis. Whether or not there is such a subtype 
remains to be investigated, but it is consistent with diathesis-stress models of 
schizophrenia (eg Zubin and Spring, 1977) that early traumatic or stressful 
experiences might interact with a pre-existing vulnerability to shape the onset, 
symptoms and course of the illness in adulthood. In order to investigate these 
possibilities, more research is needed to focus specifically on patients with a 
diagnosis of schizophrenia.
The fourth study in this area is one example of this kind of study, and it was 
conducted by researchers who have produced many reports on MPD. Ross, 
Anderson and Clark (1994) interviewed patients with a diagnosis of 
schizophrenia to see if there was a relationship between childhood abuse and 
adult symptomatology. They do not state the patient response rate, but of the 
83 patients included in the study, 45% reported childhood abuse. In 31.3% of 
cases this included physical abuse, and in 25.3% it included sexual abuse. 
Those patients with a history of abuse reported more dissociative 
symptomatology than the non-abused patients. They were also more likely to 
endorse positive symptoms of schizophrenia both on an objective rating 
measure, and at diagnostic interview. The positive symptoms included 
paranoid ideation, voices commenting and visual hallucinations. In this study, 
abuse history was established through relevant questions on the Dissociative 
Disorders Interview Schedule, a structured interview for assessing dissociative
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disorders (Ross et al, 1990; Ross and Joshi, 1992). The answers are 
dichotomous "yes" or "no" responses and no further information is given in Ross 
et al's report about the circumstances, frequency or severity of abuse. This 
study, like those mentioned previously, is open to criticism as self-reports of 
abuse may be unreliable and no corroboration was obtained. The study is 
interesting as it focusses on a specific disorder, namely schizophrenia, and 
investigates the relationship between abuse and specific symptoms in 
adulthood.
Some authors have also concentrated on symptoms at a conceptual level, 
proposing models for specific symptoms rather than for syndromes. One such 
model of relevance here is that of paranoid delusions (Bentall, 1994; Bentall, 
Kinderman and Kaney, 1994; Kinderman and Bentall, 1996). They propose 
that those with paranoid delusions have an underlying negative self-concept 
which they attempt to deny, therefore in the event of any threatening events 
which might activate this negative self-concept their tendency is to attribute all 
unfavourable events to external agencies; this exaggerates the normal 
tendency to have a self-serving bias. Although this bias protects their self 
concept to some extent, it leads to discrepancies between self-perceptions and 
those believed to be held by others about the self, which will inevitably be 
negative and at the most serious this will lead to persecutory delusions. 
Support for this model comes from experimental studies which have shown that 
when explicit measures are used, paranoid subjects are more likely to attribute 
hypothetical negative events and negative task performance to external causes 
than non-paranoid controls (Candido and Romney, 1990; Kaney and Bentall, 
1989; Kaney and Bentall 1992). However, when an implicit measure of 
attributional style is used, negative events are attributed to internal causes 
(Lyon, Kaney and Bentall, 1994). The model is also supported by findings that 
paranoid patients have more discrepancies between their self-perceptions and 
the believed perceptions of parents about the self. Paranoid patients also 
believed that parents had more negative views about them than did non­
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paranoid controls (Kinderman and Bentall, 1996). In this study, the authors 
suggest a number of interpretations of their results that self-perceptions are 
different to parent-perceptions of the self, which are by no means mutually 
exclusive. One interpretation which is important here is whether the 
discrepancies reported by paranoid patients reflect particular relationship 
difficulties with parents. This is a distinct possibility given the association noted 
in Ross et al's study between childhood abuse and paranoid ideation. If 
childhood abuse or early adverse experience is common among psychotic 
patients, it may be that this is related to specific symptoms such as paranoid 
delusions which may occur in different syndromes.
The above studies concerning rates of childhood abuse in psychotic patients 
have some methodological weaknesses in common: they do not clarify the 
severity or frequency of childhood abuse; they do not include a matched non­
psychiatric control group to establish whether the rates of abuse are 
significantly higher than one might expect in non-psychiatric samples; they do 
not attempt to investigate whether clinical state on the day of participation in the 
study might influence or bias recall and they do not include information about 
parental psychiatric history and whether there is any association with the 
presence of abuse. A further possible weakness is that they all rely on 
retrospective accounts and this issue will be discussed in more detail below. 
Methodological criticisms notwithstanding, these studies suggest that a large 
proportion of patients with psychotic illnesses may have histories of childhood 
abuse. Furthermore, such a history is associated with more severe 
symptomatology than non-abused patients including positive symptoms, 
dissociative symptoms and substance misuse. A history of abuse may also be 
related to the course of the illness, indicated by an earlier age at onset and the 
need for longer hospital stays.
In Greenfield et al's (1994) study the perpetrator of childhood abuse was most 
often one or both parents. Although physical and sexual abuse are extreme
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adverse experiences, other aspects of the family climate are important. 
Although some early reports about the "schizophrenogenic mother" (Fromm- 
Reichmann, 1948) are somewhat blaming and unhelpful, recent studies have 
shown how the family interaction patterns are important in cases where the 
adult offspring has schizophrenia. Studies of Expressed Emotion (EE) have 
shown that returning to a home where there is a parental pattern of 
communication characterised by criticism, hostility and overprotection is 
associated with relapse in patients with schizophrenia (eg. Vaughn and Leff, 
1976; Vaughn, Snyder, Jones et al, 1984). EE is assessed by studying each 
parent or care-giver's communication styles with respect to the adult 
schizophrenic, however, it is uncertain whether these communication styles pre­
date the illness or whether they are a response to it. Although there has been 
much research on EE which largely involves parents, there has been little 
attempt to assess early parental characteristics from the patient's perspective. 
After a search of the literature, only three studies came to light concerning the 
parental style experienced in childhood, from the point of view of the patient 
with schizophrenia.
In the first study of this kind, Parker, Fairley, Greenwood et al (1982) used the 
Parental Bonding Instrument (PBI: Parker, Tupling and Brown, 1979) to 
measure parental characteristics via the subjects perceptions of earlier parental 
behaviours and attitudes. The PBI is a 25 item self-report measure with 
demonstrated reliability and validity (Parker et al, 1979; Parker, 1981, 1982) 
although not designed for use with patients with schizophrenia. Parker et al 
studied 72 consecutively admitted patients with schizophrenia and found that 
those patients who assigned one or both parents to the low care/overprotection 
group had an earlier age of initial hospitalisation and were more likely to be 
readmitted in the 9 months after this episode than patients who did not.
In a more recent Norwegian study the PBI was also employed (Onstad, Skre, 
Torgersen and Kringlen, 1993). This study was particularly interesting as they
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studied both monozygotic (MZ) and dizygotic (DZ) twins who were discordant 
for schizophrenia. Regardless of sex or zygosity, the schizophrenic twin 
reported less care and more overprotection from both parents than the 
discordant co-twin: a parenting style termed "affectionless control". The authors 
of this study comment that there are various explanations for these findings. It 
may be that the twins were genuinely treated differently and that the style of 
treatment of one twin contributed to the development of schizophrenia: 
however, it could also be that pre-morbid abnormalities in one twin led to that 
twin being treated differently. Another explanation is that the schizophrenic 
twins' retrospective accounts are influenced by their clinical state and so their 
representations are not reflective of the actual parenting given. The interaction 
between the pre-morbid twin and parents is likely to be complex and there are 
limitations of trying to assess this retrospectively. However, it is still significant 
that the schizophrenic twin perceives a different childhood parental bond to their 
co-twin.
In a UK study (McCreadie, Williamson, Athawes et al, 1994) parental 
representations were assessed in 50 people with schizophrenia comprising 
both inpatients and outpatients. They found a significant correlation between 
parental characteristics in childhood and current symptoms. Parental rejection 
and overprotection were associated with more severe symptoms and parental 
warmth was associated with less severe symptoms. In this study, mothers' 
current levels of EE were also measured, but there was no significant 
association between the general level of EE and the patient's perceived 
parental rearing attitudes. Parental rearing behaviours and attitudes were 
assessed using the EMBU (Perris, Jacobssen, Lindstrom et al, 1980), an 81 
item self-report questionnaire. Once again it is not known whether parental 
behaviours as portrayed by the patient are accurate, and if they are, whether 
they pre-date any signs of abnormality in the patient as a child. McCreadie et al 
highlight the difficulty in interpreting these findings. A further limitation with each 
of these studies is that they do not report the rates of parental psychiatric
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history, so there is no indication of whether parental illness could have resulted 
in impaired parenting.
Although there are only three studies in this area, all relying on retrospective 
accounts, the results are consistent. Current clinical state in these patients with 
schizophrenia was associated with a reported early parental style of low 
care/rejection and overprotection. It seems that both parenting style and 
abusive experiences might play an important role in the development and 
course of illness in some patients with schizophrenia.
In the absence of longitudinal studies designed to prospectively investigate the 
role of early adverse experiences and later psychotic illness, cautious 
conclusions must be drawn from retrospective studies using archival or self- 
report measures. With the exception of the study by Beck and van der Kolk, 
there is no supporting evidence for the patients' reports of abuse or inadequate 
parenting in these studies. Archival methods of obtaining information are 
inadequate as cases may go unreported and information may be of variable 
quality. Asking the patient directly about adverse experiences in a consistent 
manner with self-report scales overcomes some of the problems of archival 
data, but there is a query regarding the accuracy of retrospective reports.
Brewin, Andrews and Gotlib (1993) review the criticisms about retrospective 
reports of early adverse experiences. They consider the evidence with respect 
to three main criticisms that cast doubts on the validity of accounts: normal 
memory limitations; general memory deficits associated with psychopathology 
and mood congruent memory processes. Studies of non-psychotic psychiatric 
patients indicate that their retrospective accounts are not affected by systematic 
biases when compared to the accounts of healthy controls (Brewin et al 1993). 
Furthermore, verification is usually successful when it is attempted (Herman 
and Schatzow, 1987), including in the aforementioned study with psychotic 
patients (Beck and van der Kolk, 1987). It is not known, however, whether the
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accounts of psychotic patients are systematically related to their clinical status. 
While there may be problems with retrospective reports, supporting evidence is 
often difficult to obtain and childhood experiences should not be discounted due 
to lack of verification. Brewin et al suggest that semi-structured interviews may 
be the most appropriate way of enhancing the accuracy of retrospective reports, 
as this technique can provide explicit recognition cues and elicit specific 
personal memories. They consider that measures will be more reliable if they 
enquire about a range of specific events rather than requiring subjects to make 
global estimates of family atmosphere and parental attitudes. Memories can 
then be rated by trained interviewers using predetermined scales, thus avoiding 
the need for subjects to decide for themselves whether they experienced 
significant abuse, rejection, and so on.
The purpose of the current study was to systematically and comprehensively 
investigate both the retrospectively reported incidence of abuse and perceived 
parental attitudes and behaviour in childhood in patients with a diagnosis of 
schizophrenia and matched non-psychiatric controls. The specific aims of the 
study were:
1. To compare incidence of childhood abuse in patients with schizophrenia with 
a matched, non-psychiatric control group. It was hypothesised that rates of 
abuse would be higher in the psychiatric sample.
2. To compare parental attitudes and behaviours in childhood, retrospectively 
reported by patients and controls. It was hypothesised that patients with 
schizophrenia would report more adverse parental characteristics and early 
experiences than non-psychiatric controls, in particular, parental indifference 
and antipathy.
3. a) Within the clinical sample, to investigate whether a history of abuse was 
associated with an earlier age at onset of illness and a history of paranoid 
delusions.
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b) It was expected that among patients with a history of abuse, there would 
be a higher incidence of delusions concerning upbringing: additionally, patients 
who had experienced sexual abuse might report sexual delusions
4. Within the clinical sample, to correlate reports of childhood experiences with 
current clinical state, particularly the presence of hallucinations on the day of 
interview, to determine whether it is likely that clinical state could influence or 
bias recall.
Method
Participants
Power calculations were undertaken based on examining differences in one 
dichotomous variable (childhood abuse) across two groups (schizophrenic and 
controls) employing a chi square test. It was established that to have 70% 
power with an effect size of 0.4, 39 participants would be required. This is a 
medium effect size, according to Cohen (1962) who defines small, medium and 
large effects as .20, .50 and .80 respectively. Ultimately it was only possible to 
include 37 participants due to time constraints and the difficulty of recruiting 
controls.
A total of 19 male patients with a confirmed DSMIII-R diagnosis of 
schizophrenia were included in the final analysis (APA, 1987). 18 patients with 
a diagnosis of schizophrenia were recruited from those registered at two day 
hospitals within the same Hospital Trust. They were approached as and when 
they attended the day programme and all patients who were approached 
agreed to participate. A further 4 patients were recruited from an outpatients 
clinic where 7 patients consecutively were approached for inclusion. The other 
3 refused to participate. Diagnostic criteria for schizophrenia had been 
confirmed for some patients already by a registrar who had interviewed them for 
another study within the Hospital Trust. For the remainder it was confirmed
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retrospectively by the consultant or other doctor involved in the patient's care. 
As only 3 women were interviewed, it was decided this was insufficient data to 
examine any sex differences and so these participants were excluded from the 
analysis. The mean age of those in the psychiatric group was 32.4 years 
(SD=10.8, Range =19-56). Their mean school leaving age was 16.8 years 
(SD=1.8).
The control group comprised 20 male, unemployed, approximately age 
matched participants who telephoned in response to advertisements for 
participants. As all the psychiatric sample were unemployed at the time of 
interview, unemployed controls were recruited from distributing information 
leaflets at the local Jobcentre and Jobclub and by placing two advertisements in 
the local newspaper in the same area covered by the Hospital Trust within 
which the psychiatric sample were recruited. It was explained to individuals that 
they were needed to take part in research about people's experiences and they 
would be paid a small sum for participating. Of 27 potential interviewees who 
initially phoned expressing an interest, 3 were excluded because they reported 
mental health problems, 2 did not speak enough English to be included and 2 
did not attend their appointments. In total 20 male unemployed controls were 
interviewed. They were matched for age as far as possible by stating relevant 
age limits in the newspaper advertisements (these were 19-56 years in the first 
advert, subsequently changed to 19-30 years in the second to recruit younger 
participants. The mean age of control participants was 30.8 years (SD=10.5, 
Range=19-50). Their mean school leaving age was 16.8 years (SD=1.5).
Measures: Psychiatric and Control Groups
Childhood Interview Schedule (CIS: Andrews and Brown, 1988; Andrews, 
Brown and Creasey, 1990). This is a semi-structured interview schedule 
concerning details of childhood experiences before the age of 17. The version 
employed here (see appendices) covers information such as parental 
psychiatric history and family structure as well as childhood loss of a principal
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care-giver either by death, a significant separation or a change in the quality of 
care provided. Detailed questions are asked with respect to the attitudes and 
behaviour of both parents or primary care giver(s) during childhood and people 
are encouraged to give concrete examples. Information is transcribed and 
ratings are given by two judges on the basis of a number of pre-determined 
indicators and with reference to a series of examples. Ratings are given for 
various dimensions for each parent or care-giver separately.
Parental indifference is judged by reports of lack of interest and involvement 
shown by parents in areas such as school work and friends: it refers to 
emotional rather than material neglect. Parental antipathy concerns negative 
affective quality: dislike, hostility, coldness or unsympathetic behaviour towards 
the child or exclusion of the child. This includes hurtful critical comments, verbal 
abuse or an evidence of extreme or unwarranted disapproval of the child by the 
parent. Both parental indifference and antipathy are rated on a four point scale 
from "little or none" through "some" to "moderate" and "high", but for the 
purposes of analysis are collapsed into dichotomous variables. Physical abuse 
by anyone before the age of 17 is rated on a four point scale: "little or none" is 
when there were no incidents reported or only minor physical punishments; 
"some" includes incidents when an object was thrown at the child or if the child 
was pushed, shoved or slapped (not including the face), "moderate" abuse is if 
the child was kicked, bitten, hit with a fist or other item or slapped around the 
face. "Marked" abuse is rated if the child was beaten up, threatened with a 
knife or injured with a knife. For analysis, this 4 point scale is collapsed into a 
dichotomous variable of "abuse" "no abuse" so that milder acts of physical 
chastisement such as being slapped pushed or shoved are excluded, but more 
severe incidents such as being punched, hit with an object, or kicked are 
included. This is in line with Straus's Severe Violence Index (Straus , Gelles 
and Steinmetz, 1980). Sexual abuse of the child by anyone before the age of 
17 is also rated on a 4 point scale with defining features of each level. This 
again is collapsed into a dichotomous variable for analysis where the presence
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of abuse is rated if there were incidents involving direct physical contact of the 
sexual parts of the respondent, rather than just inappropriate sexual comments. 
If sexual or physical abuse is reported, the participant is questioned about the 
age of onset, characteristics of abuse, frequency of occurrence, length of time 
over which it occurred, perpetrators responsible and injuries sustained. 
Parental Neglect is rated on a 4 point scale and refers to evidence of practical 
and material neglect of the child by the parent, such as failing to keep the child 
fed, clean and clothed or safe. The rating concerns acts of omission rather than 
constraints due to financial hardship. Parental Control is rated on a 3 point 
scale: "high" "moderate" and "low". It refers to the parents control, supervision 
and discipline of the child. Ratings are based on examples of parental control 
such as curfews and restrictions on activities.
This childhood interview schedule has previously been used in studies of 
women with psychiatric problems including depression and eating disorders 
(Andrews and Brewin, 1990; Andrews and Brown, 1988; Andrews, Brown and 
Creasey, 1990; Andrews, Valentine and Valentine, 1995). In previous studies 
inter-rater reliability has been high (Bifulco, Brown and Harris, 1987). Although 
the interview has not been used before with male patients or psychotic patients 
it was considered a useful measure here to gauge both the incidence, 
circumstances and characteristics of abusive experiences in detail and other 
aspects of parental attitudes and behaviour. The measure was thought to be 
preferable to the EMBU or the RBI as it requires concrete and specific 
examples of parental behaviours and attitudes to be generated which are then 
judged by raters, as well as including questions about abuse. For this study, 
the interviews were transcribed by the interviewer and then rated separately by 
the interviewer and another judge, who was blind to patient/control status.
For the purposes of analyses in the current study, "maternal" refers to the birth 
or surrogate mother or primary female care-taker. The same is true of 
"paternal" which refers to a primary male care-giver. The exception to this is for
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the variables concerned with parental psychiatric history which is applicable 
only to biological parents. Of the total number of interviewees, only 3 identified 
more than one female and/or male care-giver, and in these cases the ratings
included in the analysis were those of the care-giver judged by the interviewer
to have had the most significant role in childhood.
Measures: Psychiatric Group only
Launay-Slade Hallucination Scale (LSHS: Launay and Slade, 1981). This is a 
12 item questionnaire scale to measure hallucinatory predisposition (see 
appendix 2). It includes both pathological items and other items which appear 
to represent sub-clinical forms of hallucinatory experience such as daydreams 
and vivid thoughts. Studies have shown a longer version of the LSHS to have 
acceptable reliability (Bentall and Slade, 1985) and validity (Young, Bentall, 
Slade, and Dewey, 1987). Respondents are required to answer "true" or "false" 
to a series of statements including both positively and negatively keyed items.
Questions regarding hallucinations/delusions. One question (Q1 below) was 
selected directly from the Present State Examination (PSE: Wing, Cooper and 
Sartorius, 1974) and three other questions were based on those from the PSE 
and designed to assess the presence of hallucinations or delusions about 
identity, body, family or upbringing. The four questions were as follows:
1. "Is there anything special about you?"
2. "Is there anything special about your body?"
3. "Was there anything special about your upbringing?"
4. "Do you know anyone famous?"
If patients reported hallucinations or delusions on either the LSHS or the PSE 
questions, this was followed up with further questions to establish whether there 
were hallucinations or delusions present on the day of interview. In addition,
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each patient was asked a further question from the PSE designed to assess 
thought reading, insertion, echo or broadcast:
5. "Can you think quite clearly or is there any interference with your thoughts?"
Any delusions, hallucinations or thought interference was recorded and rated 
dichotomously as being present or absent. These were rated by the interviewer 
only for practical reasons.
Procedure: Psychiatric Group
After obtaining ethical permission and approval from the relevant consultants to 
include people under their care, patients were approached. They were given an 
information leaflet briefly describing what would be involved if they took part in 
the study. They then completed a consent form to confirm that they 
understood: that the interview was to be about past experiences including 
pleasant and unpleasant memories; that the interview was unrelated to 
treatment and that taking part was voluntary; that the interview was confidential 
and that they could leave at any point without any repercussions. Subjects then 
took part in a 45 minute tape-recorded interview in a room in one of the day 
hospitals. After checking basic personal information, the interview comprised all 
of the measures listed above (CIS, LSHS, and selected PSE questions. Time 
was given at the end for a debriefing and for interviewees to ask any questions. 
Additional information was gathered from the patients file with their consent 
about length of illness and number of hospitalisations. Recent correspondence 
and psychiatric reports were checked for summaries of symptoms and a note 
was made where there was a definite, confirmed record of paranoid or 
persecutory delusions. This was then rated as a dichotomous variable 
indicating that confirmed paranoid delusions were "present" or "absent" in the 
patients file. As files were not always on-site, up-to-date or complete, a rating 
of absent includes both those with no such recorded symptoms, as well as
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those for whom no such symptoms were recorded because of incomplete 
information.
Procedure: Control Group
After obtaining approval from the Regional Employment Services, unemployed 
male controls were recruited. Each participated in a telephone intake interview 
so that they understood what was involved and could be screened for mental 
health problems. Before interview, each person signed a consent form to 
confirm: that they had never suffered any mental health problems; that they 
understood the interview would cover past experiences including pleasant and 
unpleasant memories, that they understood the interview was not therapy or 
treatment; that the researcher was not connected to the employment services in 
any way and that they could withdraw from the interview at any point. They 
then took part in a 30 minute tape-recorded interview within the Department of 
Clinical Psychology at a hospital site within the trust. The interview comprised 
questions about basic personal information and the CIS. As with the psychiatric 
patients, time was taken at the end for debriefing and for interviewees to ask 
any questions.
Statistical Analysis
Each person was assigned a code number to preserve anonymity and data 
were analysed using SPSS for Windows (Norussis, 1993). The majority of 
variables included were categorical and the statistical significance of results 
was assessed by using chi square tests (with correction for continuity). Where 
the criteria for minimum expected frequencies were not met, Fisher's Exact test 
was used. The exceptions to this were: Mann Whitney tests to look at age 
differences across groups and differences in LSHS scores; a t-test to 
investigate group differences on total number of early adverse experiences 
reported and a Pearson’s correlation to explore the relationship between 
number of adverse experiences and number of items endorsed on the LSHS for 
patients with schizophrenia only. Additionally, inter-rater reliability checks were 
made between the two judges on certain variables on the CIS only. The
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percentages of agreement were noted and Cohen's Kappa correlation 
coefficient (Cohen, 1960) was also calculated for each rated variable as a 
chance-corrected measure of agreement. In the final analysis, discrepancies 
were resolved and a consensual rating was included.
Results
Participant characteristics
The control group was not significantly different from the psychiatric group 
either in terms of age (11=151.5, p=.55) or school leaving age (11=149.0, p=.89). 
For the psychiatric group, the mean age at onset of illness was 22.9 years 
(SD=3.9, Range=17-31) and the mean length of illness was 100 months 
(SD=94, Range=24-360). Three people in the psychiatric group directly 
reported hallucinations or thought interference on the day of interview and 16 
reported no interference. The mean score for patients with schizophrenia on 
the LSHS was 5.7 (SD=2.4, Range=1-10). This score is higher than norms 
published for non-psychiatric samples (1.7) and non-hallucinated schizophrenic 
patients (3.2), but lower than that for hallucinated patients (7.6: Launay and 
Slade, 1981). From the hospital files, 12 patients had a confirmed history of 
paranoid or persecutory delusions. No patient reported delusions about 
upbringing, body or sexual delusions on the day of interview.
Inter-rater reliability
Inter-rater reliability was measured on 5 childhood interview schedule variables 
for 33 interviews (4 interviews had been rated as training examples). The 
Kappa correlation coefficients (k) were significant at the .001 level for all 
variables, except for paternal antipathy which was significant at the .01 level. 
The correlation co-efficients and percentages of agreement are shown below in 
Table 1. There was little variability for neglect and control and so these 
variables were excluded from the analyses, both of inter-rater reliability and of 
association. However, it is worth noting that inter-judge agreement was high 
(97%) for both variables.
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Table 1: Measures of inter-rater reliability
Variable % agreement K
Physical abuse 97% .94**
Maternal antipathy 97% .89**
Maternal indifference 94% 82**
Paternal antipathy 85% .57*
Paternal indifference 91% 81**
*p<01, **p<001.
Childhood Interview Schedule (CIS)
The main family structure reported in childhood was almost identical for both 
psychiatric and control participants. In each group 11 people had lived with 
both birth parents, 4 had lived with birth mother alone and 2 had lived with a 
birth parent and step-parent. They differed in that 2 of the psychiatric group 
had lived with a surrogate parent and one of the controls described another 
arrangement (he had gone to boarding school and in the holidays spent time 
equally between his two separated parents).
With respect to loss of a care-giver in childhood (interviewer rated from 
participants’ accounts), 10 controls and 5 psychiatric patients had not 
experienced any significant loss. Two psychiatric participants and one control 
had experienced the death of a parent. No psychiatric patients and one control 
had been separated from their birth mother but many more (5 and 4 
respectively) had been separated from their birth father. One patient with 
schizophrenia had been separated from a surrogate parent and one had 
experienced a qualitative change in care (his mother developed alcohol 
problems and was no longer able to fulfil her normal role). The different types 
of loss were collapsed into a dichotomous variable of "childhood loss" or "no
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loss" and this was analysed across groups. Childhood loss was not associated 
with a diagnosis of schizophrenia (see Table 2).
There was very little variability in the levels of parental neglect and control. All 
controls and 15 patients received a rating of "moderate control". Only 3 
psychiatric patients received a rating of low control and 1 received a rating of 
high control. There was no evidence of neglect in either group, except for one 
patient who received a rating of high neglect as his parents had not attempted 
to protect him from physical abuse in childhood, instigated by an older sibling. 
Nobody in either group reported childhood sexual abuse. As there was little or 
no variability for these aspects, as previously mentioned, they were excluded 
from the analyses. The remaining 5 variables were analysed: physical abuse, 
maternal antipathy, maternal indifference, paternal antipathy, paternal 
indifference. Parental psychiatric history and childhood loss were also 
analysed. As can be seen in Table 2, none of these variables was significantly 
associated with a diagnosis of schizophrenia at the.05 level of significance.
As well as making individual comparisons, an index of childhood adversity was 
calculated by summing the total number of adverse experiences recorded for 
each participant. The theoretical maximum score was 10 (items included were: 
maternal loss, paternal loss, maternal indifference, paternal indifference, 
maternal antipathy, paternal antipathy, high parental control, neglect, childhood 
physical abuse and childhood sexual abuse). When the sum of total childhood 
adversity was examined across groups, patients with schizophrenia scored 
significantly higher than controls (t(35)=2.24, p(one-tailed)=.016). The means 
for the two groups were 2.95 (SD=1.99) and 1.56 (SD=1.79) respectively.
Verbatim examples of high ratings for childhood variables can be seen in 
appendix 3.
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Table 2: The incidence of childhood experiences in psychiatric and control 
groups
Variable High/yes % (n) Low/none % (n) Statistic x2 p value
Psych. Control Psych. Control
Childhood
loss
73.7 (14) 44.4 (8) 26.3 (5) 55.6 (10) 2.18 .14 N.S
Physical
abuse
63.2 (12) 33.3 (6) 36.8 (7) 66.7 (12) 2.21 .14 N.S
Maternal
antipathy
10.5 (2) 16.7 (3) 89.5(17) 83.3(15) .47 N.S
(Fisher's
exact)
Maternal
indifference
21.1 (4) 11.1 (2) 78.9 (15) 88.9 (16) .36 N.S
(Fisher's
exact)
Paternal
antipathy
22.2 (4) 11.1 (2) 77.8 (14) 88.9(16) .33 N.S
(Fisher's
exact)
Paternal
indifference
61.1 (11) 27.8 (5) 38.9 (7) 72.2(13) 2.81 .09 N.S
Parental
Psych.
History
29.4 (5) 41.2 (7) 70.6(12) 58.8(10) .13 .72 N.S
Characteristics of childhood physical abuse
Although childhood physical abuse (CPA) was not significantly associated with 
a diagnosis of schizophrenia, a number of people in the psychiatric and control 
groups reported such experiences (63% and 33% respectively). The 
characteristics of physical abuse were similar across groups. There were no 
significant differences with respect to age at onset of abuse for psychiatric 
patients or controls (U=26, p=.91). The mean age at onset was 9 years (SD=3,
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Range=4-14) for both groups. The mean length of time over which abuse 
occurred for the psychiatric group was 74.5 months (SD=23.8) and for the 
control group 76.8 months (SD=45.4) which was not significantly different 
(11=16.5, p=.60). In both groups the most frequent perpetrator was the father or 
surrogate father. Of those in the psychiatric group who reported CPA, in 6 
cases the instigator was the father, in 2 the mother and in 2 cases both parents 
equally. In the remaining 2 cases the main instigator was a sibling. In the 
control group the main instigator was the father in 5 cases and in 1 case it was 
both parents equally. Those who reported CPA were not more likely to have 
had a parent with a psychiatric illness than those without abuse histories (%2(1, 
N=34) = .7596, p=.38).
Clinical characteristics of patients with abuse histories
The psychiatric group were analysed to see if there were any significant clinical 
differences between those who reported childhood abuse and those who did 
not. In terms of clinical status on the day of interview, the 3 patients who 
directly reported thought interference also reported histories of physical abuse. 
The LSHS scores were not significantly different across psychiatric patients 
reporting and not reporting abuse (U=39, p=.798). The mean scores were 5.7 
and 5.9 respectively. There was no correlation between the number of adverse 
experiences reported and score on the LSHS (r=-.108, p(one-tailed)=.33). 
Those with a history of abuse were older than those without: 35.9 years 
(SD=11.8) versus 26.4 (SD=5.3) but this was not significant (U=22.5, p=.098). 
Those with abuse histories had been ill for significantly longer than those 
without (U=16, p=.04). The mean length of illness for the former group was 132 
months (SD=108) and for the latter group was 49.9 months (SD=28.4). 
However, the age at onset of psychiatric illness was not significantly different for 
those with a history of CPA (23.45 years, SD = 3.83) to those without (22.14 
years, SD = 4.14: U=30.5, p=.47). A history of abuse was not associated with a 
file record of paranoid or persecutory delusions (p=.47, Fisher's exact test). Of 
those who reported a history of abuse, 7 had a confirmed record of such
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delusions and 5 did not. Among those who did not report abuse, 5 had a 
confirmed record of paranoid delusions and 2 did not.
Discussion
At the end of the introduction, several aims were identified and these will now 
be revisited in the light of the results from this study.
To begin with, it was hypothesised that rates of childhood abuse would be 
higher in the psychiatric sample than in non-psychiatric controls. It was found 
that the rate of retrospectively reported physical abuse (63%) was higher in this 
sample of male patients than in all previous studies of mixed sex psychotic 
patients, where proportions ranged from 31% to 45%. However, patients with 
schizophrenia were not significantly more likely to have a history of childhood 
physical abuse than unemployed, male control subjects for whom the proportion 
was 33%. At face value this difference appears to be reasonably large, and it 
may be that no significant association was obtained because the sample size 
was small. Further studies using larger numbers of participants might reveal 
significant results.
In this study, no sexual abuse was reported by any subject, but it may be that 
rates would be higher for female subjects. The accounts of female patients 
were few in number and so were excluded from the analysis. It would be 
interesting to examine their experiences of abuse in further studies of female 
patients in a similar way. It is also possible, of course, that some male 
participants in this study had experienced sexual abuse but did not wish to 
reveal it in the context of one brief research interview.
The second aim was to test the prediction that patients with schizophrenia 
would report more adverse experiences, in particular, parental antipathy and 
indifference than controls. Although rates of childhood loss and paternal 
indifference were high among the psychiatric sample, the results were not 
significant. Likewise, high rates of maternal indifference, maternal antipathy,
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and paternal antipathy were not significantly associated with a diagnosis of 
schizophrenia. However, patients with schizophrenia reported significantly 
more early adverse experiences in total than controls. Once again, it may be 
that no significant associations were found with respect to singular aspects of 
childhood experience as the sample size was small and results were based on 
individual comparisons. In the analysis using a more sensitive test on the index 
of adversity, the results were significant.
As well as the limitations of sample size, it is worth noting how the choice of 
control group may have influenced the significance of results with respect to 
early adverse experiences in this study. Rates of abuse in particular were high 
among the unemployed controls and it may be that they are elevated in 
comparison to the general population. Employment status was selected as a 
key criterion on which to match groups chiefly because all the psychiatric group 
were jobless. In addition to this, measures of socio-economic status (SES) 
(which would have been an alternative matching criterion) based on occupation 
of the father are often ambiguous. Furthermore, in practical terms it would 
have been difficult to recruit sufficient numbers of controls matched in this way. 
It is safe to assume that the psychiatric group were unemployed principally 
because of their mental health problems, but it is unclear which social and 
psychological factors accounted for unemployment among control participants. 
Although controls were screened for psychiatric history, it may be that some of 
them had psychological difficulties that had not come to the attention of 
services, but that contributed to their employment situation; especially as there 
were comparable levels of parental psychiatric history in the control and 
psychiatric groups. In retrospect, it would have been useful to use some 
measure of clinical status with the control participants, to see if a history of 
abuse or total childhood adversity was associated with higher rates of anxiety 
and depression, as this has been shown to be the case in clinical and non- 
clinical samples. Alternatively, a control group matched on SES as previously 
described could have been recruited.
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The third aim of this study was to investigate whether a history of abuse and 
adverse experience was associated with certain clinical characteristics. It was 
found that patients with histories of childhood physical abuse did not differ from 
their non-abused counterparts with respect to age at onset of illness or history 
of paranoid delusions. Nor were there significant differences in terms of a brief 
measure of hallucinatory tendency. These results must be interpreted 
cautiously, however, as analyses involved only the clinical sample so numbers 
were small resulting in low power. It is also difficult to draw conclusions with 
respect to clinical characteristics as information about paranoid delusions was 
taken from hospital files which were often incomplete, leading to possible 
underestimation of these symptoms. No patients reported delusions about 
upbringing on the day of interview but it may be that these symptoms were 
reported in their files. However, lack of time and practical difficulties finding 
complete files meant that it was not possible to screen for symptoms in this 
way. Another consideration is that the measures used to assess current clinical 
status on the day of interview were fairly brief and limited in scope. A more 
comprehensive measure of current clinical status would have been to conduct 
the PSE (Wing et al, 1974) in full, or to have used another rating scale covering 
other symptoms. It would be interesting to do this in future studies and to 
further investigate the relationship between early adverse experiences and 
symptoms in this patient group.
This study attempted to narrow the area of study from psychotic patients 
generally to patients diagnosed with schizophrenia, but as adverse experience 
will not be a feature of all patients with this umbrella diagnosis it would now 
make sense to narrow this down to particular subtypes or symptoms. Although 
an approximate record of a history of paranoid delusions was attempted here, it 
was not possible to systematically and accurately collect this information so the 
results may be unreliable as mentioned above. Given the work previously 
described by Bentall et al, an interesting area for future research would be to 
look at the incidence of abuse and adverse experience in patients with a
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paranoid subtype of schizophrenia to see if incidences are more frequent in this 
group than other subtypes, and to look in more detail at the quality and quantity 
of symptoms experienced by these patients.
The final aim of the study was to correlate reports of childhood experiences with 
current clinical state, to see if it was possible that clinical state could bias or 
influence the recall of the psychiatric patients. Only three patients directly 
reported any kind of thought interference on the day of interview, indicating that 
for most of these patients attending the hospitals, their symptoms were being 
well controlled. These three patients all reported histories of CPA but as 
numbers were small, there is no substantial evidence for clinical status 
influencing recall. Those patients reporting histories of abuse did not differ 
significantly from the others on a measure of hallucinatory predisposition, and 
both groups scored lower than norms published for actively psychotic patients. 
There is little reason to suspect that clinical state on the day of interview was 
influencing patients’ retrospective reports. However, any conclusions must be 
tentative because of the small sample size. It is also possible that some 
patients were denying symptoms, or that these measures were not sensitive 
enough to pick up symptoms on the day of interview. In future studies, the use 
of a more comprehensive assessment of symptoms, as previously mentioned, 
might offer a more rigorous alternative.
An important methodological limitation of this study is the lack of corroborative 
evidence for physical abuse histories. Clearly this would not have been 
possible to achieve for the control group, but it would have been desirable for 
the psychiatric group, particularly given the risk of unreliable reports. Due to 
time constraints, corroborative evidence was not sought in a systematic way; 
but anecdotally many of the reports were supported by official documents in the 
patients’ files, including some of the more severe and unusual cases such as 
patient A.E. whose account is quoted in appendix 3.
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In conclusion, it was found that patients with schizophenia reported significantly 
more early adverse experiences than non-psychiatric controls, but individual 
aspects of early adverse experience were not significantly associated with 
schizophrenia. Reported early adverse experience was not associated with 
particular clinical characteristics or clinical status on the day of interview in 
psychiatric patients. However, the absence of more significant results may be a 
result of the small sample size. The finding that more adverse experiences 
were reported by patients, fits with a diathesis-stress model of schizophrenia; 
with an increasing number of adverse experiences reflecting a cumulative risk. 
As no conclusive results were obtained with respect to paranoid delusions, it is 
harder to explain the findings in terms of Bentall’s model, but this is 
nevertheless an interesting area for future studies. Further research is needed 
to investigate early adverse experience and its relationship to particular 
symptoms using larger samples of patients with psychotic illnesses and more 
comprehensive clinical assessment measures.
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Appendices
Appendix 1: Childhood Interview Schedule
I’d like to ask you a few questions about your childhood.
Are both your parents still alive?
If YES:
Where are they living now?
If NO:
Death before How old were you when s/he died?
17 What did s/he die of?
Was s/he ill for a long time?
Who looked after you after s/he died?
Do you have any brothers or sisters?
Older or younger than you?
When you were a child, was it your mother or father who 
was the main wage earner?
What did s/he do?
Have your parents ever been separated?
Loss Were you ever separated from either parent before you
were 17?
If YES:
How old were you?
How long was it for? Why?
Who looked after you while your mother/father was away?
How old were you when you left home?
Why did you leave then?
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Closeness/
Antipathy
Closeness/
Antipathy
Were either your mother or father ever seriously ill when 
you were a child?
Did either of your parents suffer with their nerves?
If YES:
What age were you?
Get details of treatment and probe for suicide attempts
Did either parent have a drink problem?
If YES:
What effect did this have on the family?
ASK OF PARENT(S) WHO LIVED AT HOME:
Were you very close to either your mother or your father, 
say up to the time that you were a teenager?
In what way?
Was s/he fairly distant or did s/he tend to hug and kiss you a 
lot?
Which of them did you feel closer to?
Why?
Did this change at all when you got older?
How?
IF PARENTS WERE SEPARATED, ASK OF ONE WHO 
LIVED AWAY:
Did you get to see your mother/father a lot after s/he left?
IF YES:
Was s/he fairly distant or did s/he tend to hug and kiss you a 
lot?
Did you still feel quite close to him/her after s/he left?
Did this change at all when you got older? How?
IF NO:
Why not?
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Indifference/
Antipathy
Neglect
Indifference/
Antipathy
Antipathy
Did s/he write to you, or phone you quite often?
Did you feel quite close to him/her?
Did this change at all when you got older?
IF S HAD SIBLINGS ASK:
Did your parents have their favourites?
Up to the time you left home do you feel your parents 
always had time for and took an interest in your life?
Did you feel you could go to them if you were upset or 
unhappy?
Did they always remember your birthday?
Did you ever feel neglected?
IF YES:
In what way?
Were you well looked after materially as far as food, 
clothes etc were concerned?
FOR PARENT LIVING AWAY:
Did s/he send you or your mother/father money for your 
keep?
Did your parents take an interest in who your friends 
were?
Were they interested in how you did at school?
Do you think your parents approved of you up to the time 
when you were a teenager?
What about your mother, did she think highly of you?
Did she praise you?
Was she hard or easy to please?
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Parental
Control
Physical
Abuse
What about your father, do you think he approved of you?
Would he praise you?
Was he hard or easy to please?
Were either of them disapproving?
Would your mother or father make critical or hurtful 
comments?
About what?
How often would this happen?
Did any of this change when you were a teenager?
Were your parents very strict?
About what?
About who your friends were?
About clothes and make-up?
When you were older were they strict about you going out?
Did your parents ever get cross if you came home late?
Did your parents ever punish you in any way?
IF YES:
When would they do this?
Which parent did the punishing?
In what ways were you punished?
Did they ever hit you or hurt you in anyway?
IF YES:
Was it your mother or your father that hit you?
What did s/he actually do?
ESTABLISH THE EXTENT OF THE VIOLENCE:
Did s/he throw something at you?
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Did s/he push or shove you?
Did s/he slap you?
IF YES: Where?
Did s/he hit you with something?
IF YES: With what? Where?
Did s/he kick or punch you?
Did s/he burn or choke you?
Did s/he use or threaten to use a weapon on you?
Were you ever injured in any way?
How badly?
Eg. Bruised? IF YES: How badly?
Were you cut or burnt?
Did you have any broken bones?
How old were you when this happened?
Did anyone else ever hit you or hurt you in anyway?
IF YES:
Who was that?
When did this happen?
How often would it happen?
ESTABLISH EXTENT AS BEFORE 
Sexual Abuse At what age did you have your first sexual experience? 
Who was it with?
At any time in your life have you ever had any unpleasant 
or threatening sexual experiences?
Have you ever been sexually approached against your 
wishes, or interfered with?
IF YES:
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How old were you?
Who was it ?
Can I ask you exactly what happened?
Probe for details but use discretion
Did it involve actual intercourse or was it just touching?
If latter:
Where did he touch you?
Did he make you touch him?
Did he make you watch while he touched himself?
If no touching:
Did he make rude suggestions?
Did he ask you for sex?
Did he threaten you at all or use violence?
What did he do/say?
IF APPROPRIATE:
Did he say he wouldn’t love you any more if you didn’t? 
Did he reward you in some way?
Did anybody else know that it happened?
Who?
Did they do anything about it?
Was anyone like a doctor or social worker involved?
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Appendix 2: Launay -Slade Hallucination Scale
• Sometimes a passing thought will seem so real that it frightens me
• Sometimes my thoughts feel as real as actual events in my life
• No matter how much I try to concentrate on my work unrelated thoughts 
always creep into my mind
• In the past I have had the experience of hearing a person’s voice and then 
found that there was no-one there
• The sounds I hear in my daydreams are generally clear and distinct
• The people in my daydreams seem so true to life that I sometimes think they 
are
• In my daydreams I can hear the sound of a tune almost as clearly as if I were 
actually listening to it
• I often hear a voice speaking my thoughts aloud
• I have never been troubled by hearing voices in my head
• On occasions I have seen a person’s face in front of me when no-one was in 
fact there
• I have never heard the voice of the Devil
• In the past I have heard the voice of God speaking to me
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Appendix 3: Verbatim Examples of CIS Ratings
To elaborate on the type of experiences reported by participants and how these 
were rated, some verbatim extracts of interviews are given below, these 
illustrate high ratings.
Examples of childhood physical abuse
(A.A - psychiatric group, whose account was corroborated by information 
in his file, and whose brother had been successfully prosecuted for violent 
offences) "....all my life my brothers have assaulted me - from the age of 
eight onwards. They bit me on the back - I've got marks...I've had black 
eyes...I've been to hospital to have my ear stitched on. I had to have 
surgery on my ear...he bit my ear off...when I was 16...[before this] I used 
to get beatings, I was bruised...! was hit with an ashtray around my head, 
they don't do it now of course, but something used to happen every 
week".
(A.B - control group) "....I got smackings and whackings...a hand or a 
belt...basically from the waist downwards. The earliest beating I can 
remember was when I was four...I was getting quite large by the time I 
was 15 so he [father] stopped and resorted to his hand across my face. It 
was very painful, I would have bruises, yes, welts. It wasn't just one or 
two, sometimes it was 10 or 15, with maximum force - almost never a 
week went by..."
(A.C - control group) "....He [stepfather] hit me across my backside with a 
belt. After a point the belt didn't bother me anymore, it wasn't hurting me 
so he changed it around and gave me the buckle end of the belt. After a 
while that didn't hurt and he gave up after that. It wasn't worth wasting his 
energy, he couldn't hurt me and by then I'd left school anyway. I'd started 
doing weight training and building muscles up. I think he saw me as 
threatening and backed off....".
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Examples of parental antipathy
(A.D. - control group, maternal antipathy) "...when I was 13 I came 13th in 
the cross-country and she just said 'you done well' and that was the end of 
it. She was hard to please - she expected a lot. [Favourites?] One sister 
was. If Mum went shopping she wouldn't ask what we wanted, she'd just 
ask my sister and get what she wanted whether we liked it or not. At 13 or 
14 I was choosing my subjects at school and then she really started going 
'oh you're stupid' and stuff if I wasn't getting good marks. Whatever I did 
good she didn't care, she'd just say how stupid I was. I thought my mum 
would give me support but I just thought 'what's the point?'.
(A.E - psychiatric group, paternal antipathy) "...I sneaked a look at his 
diary once and it said he rejected me. Once I took an overdose when I 
was about 15 or 16 and my mother told me that when they found me he 
said 'leave him' which gave me the idea that he didn't accept me...and he 
said he hated me once...".
(A.B - control group, paternal antipathy) "...He was constantly belittling. It 
made no difference whether I was in front of people, a family environment 
with aunts and uncles, we would be put down in front of them, 'Are you 
stupid? Are you thick? Don't you know what you're doing?'. It would get 
me to the point of complete unsureness. I wouldn't be capable of standing 
and walking to the kitchen to bring a cup back..I had to make sure I didn't 
knock anything. If I came back with a good school report it was 'yes, that's 
good - why wasn't it better?'..a pat on the back very seldom...".
Examples of parental indifference
(A.C - control group, maternal indifference) "...I've never been close to my 
mother...she wasn't affectionate to me, my brother or my sister. [Go to her 
if upset?] Up to a certain age I did but the reaction wasn't what I expected
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- 1 was just there to suit her but I didn't experience any parental love from
her so I didn't bother her with any of my problems [favouritism?] there
was favouritism to my younger brother. [Interested?] Only in things I'd 
done wrong, not things I was good at. [Parent's evening?] No. [Sports 
day?] No. [Birthday?] Yes, I'd remind them but they never organised a 
proper party for my friends..."
(A.F - psychiatric group, paternal indifference) "...My Dad spent all his time 
in the pub and I never had any love or support or encouragement from 
him. [Physically affectionate?] No. I liked him but he never had any time 
for us kids. He never gave me much affection at all. [Interest?] No. He 
took me to a football match a couple of times. He never took much 
interest in me and I was top of my class at school. [Interested in friends?] 
He did say once when I was 16 that I should go for a drink with my mates. 
[Go to him?] No, I never talked to him much. [Parent's evening?] No. He 
read my school reports but didn't even say 'well done' ",
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